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Dean's  Commentary 


Recently  I  joined  one  of  our  faculty  committees  for  a  discussion  of  patient  care  programs  at  the  UNC  School  of  Dentistry.  The 
questions  of  the  meeting  were  about  our  expectations  of  patient  care  at  the  School  of  Dentistry  m  Chapel  Hill.  As  you  might  expect 
the  discussion  turned  to  definitions  of  clinical  excellence  which  most  of  the  faculty  believe  to  be  an  important  part  of  our  educational 
and  patient  care  tradition.  In  this  context,  excellence  was  defined  as  excellence  of  technical  procedure  -  the  excellence  of  the 
preparation,  the  finish  on  the  restoration,  adaptation  of  the  margin  or  the  color  match  of  the  prosthesis. 

Excellence  in  restorative  work  has  been  one  of  the  hallmarks  of  Carolina  dentistry  for  many  years.  It  is  no  surprise  that  this  com- 
mitment to  technical  excellence  emerged  when  it  did.  For  most  of  us  who  entered  practice  in  the  50's,  60's  and  early  70's,  the  ra\'ages 
of  dental  caries  still  were  producing  an  overwhelming  demand  for  restorative  care.  Throughout  those  years  the  focus  of  the  dental 
curriculum  and  the  reahties  of  dental  practice  in  North  Carolina  limited  most  of  the  general  practitioner's  attention  to  those  technical 
procedures  which  have  become  a  part  of  this  tradition  of  clinical  excellence. 

As  the  faculty  continued  their  discussion  of  what  made  for  a  good  patient  care  program,  another  definition  of  quality  began  to 
emerge.  They  are  beginning  to  realize  that  excellence  in  clinical  technique  must  exist  within  a  broader  therapeutic  context  if  we  are 
to  achieve  quality  patient  care.  Part  of  that  context  is  an  extension  of  clinical  technique  to  include  other  clinical  concerns  such  as 
periodontal  care,  preventive  therapy,  and  esthetic  restorations.  For  many  of  us  this  requires  updating  of  some  old  skills  or  learning 
new  ones.  However,  the  therapeutic  environment,  as  our  faculty  discussed  the  issue,  is  more  than  an  extension  of  technical  skills  to 
include  new  areas  of  competence.  It  embraces  a  broad  concept  of  patient  centered  care  which  too  often  does  not  characterize  care 
either  in  dental  education  programs  or  private  practice  throughout  North  Carolina.  By  this  I  mean  a  therapeutic  system  which  is 
characterized  by  a  sensitivity  to  the  convenience  of  the  patient,  attention  to  the  comfort  of  the  patient  in  receiving  this  care,  manag- 
ing their  medical  condition  in  relation  to  dental  care,  recognizes  the  individual  appropriateness  of  various  therapeutic  measures, 
recognition  of  the  broad  range  of  populations  needing  special  care  including  the  elderly,  and  concern  for  not  only  the  restorative 
needs  but  a  focus  on  preventive  therapy,  esthetics,  and  other  oral  diseases.  This  differs  from  an  orientation  to  care  delivery  which 
focuses  on  the  convenience  of  the  provider  or  efficacy  in  treating  a  particular  disease.  It  is  patient  centered  -  not  doctor  centered  - 
care. 

Dentists  who  provide  this  type  of  service  will  attract  and  maintain  an  adequate  and  appreciative  family  of  patients.  The  care  and 
maintenance  of  this  family  of  patients  will  require  new  skills  of  every  practitioner.  As  for  this  School,  we  are  committed  to  continuing 
to  upgrade  our  predoctoral  dental  program  to  respond  to  the  needs  of  a  changing  practice  culture  and  environment.  We  also  pledge 
our  ongoing  commitment  to  assisting  you,  the  practitioner,  m  making  the  transition  from  excellent  clinician  to  superb  therapist. 

This  issue  of  the  ?ionh  Carolina  Dental  Review  speaks  to  one  of  those  areas  where  we  need  to  expand  therapeutic  competence.  We 
are  living  in  an  aging  society.  Just  as  the  past  World  War  II  baby  boom  changed  the  complexion  of  our  culture,  the  fact  that  a  larger 
percentage  of  the  population  is  living  longer  means  that  certain  parts  of  our  culture  and  society  will  change  in  response.  Social  Securi- 
ty, patterns  of  retirement,  health  care,  recreation,  and  education  are  but  just  a  few  areas  which  will  be  profoundly  altered  by  the 
aging  population. 

Dentistry  is,  of  course,  not  immune.  The  technical  clinical  procedures  required  by  the  elderly  may  be  essentially  the  same  as  those 
we  impart  to  younger  components  of  the  populations.  However,  the  therapeutic  environment  in  which  they  are  presented  and  the 
work  completed  must  recognize  the  special  needs  of  this  different  part  of  our  society. 

Ben  D.  Barker  ('58) 
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Oral  Health  Status  in  the  United  States: 
Problems  of  Special  Patients 

James  D.  Beck,  Ph.Di  and  Ronald  Hunt,  D.D.S.,  M.S.2 


Editor's  7s(ote;  Reprinted  wnh  permission  of 
Dr.  Bec\  and  the  Journal  of  Dental 
Education,  Volume  49,  No.  6,  1985. 

'!>.  Bec}{  IS  Professor  and  Chairman  of  the 
Department  of  Dental  Ecology  at  the  UTiC 
School  of  Dentistry.  Prior  to  joining  the 
UJiC  faculty.  Beck,  '^^  Professor  and 
Chairman  of  the  Department  of  Preventive 
and  Community  Dentistry  at  the  Universi- 
ty of  Iowa. 

^Dr.  Hunt  is  Assistant  Professor  and  Direc- 
tor of  the  Program  in  Community  Den- 
tistry in  the  Department  of  Dental  Ecology 
at  the  Ul^C  School  of  Dentistry.  Hunt  was 
also  an  Assistant  Professor  in  the  Depart- 
ment of  Preventive  and  Community  Den- 
tistry at  the  University  of  loiva  College  of 
Dentistry. 

Other  reviews  and  discussions  in  this 
symposium  on  Oral  Health  Status  m  the 
United  States  have  focused  on  specific 
dental  diseases.  This  review  focuses  on  a 
specific  category  of  people,  the  so-called 
"special  patient"  population. 

Characterization  of  the 
Special  Patient 

In  this  mstance,  the  elderly  and  the 
handicapped  have  been  singled  out  as 
special  populations.  It  is  appropriate  to 
consider  these  two  groups  apart  from  the 
population  at  large  because  they  differ  by 
presenting  many  physical  and  mental 
problems  that  are  significant  in  the  prac- 
tice of  dentistry.  In  addition,  the  elderly 
represent  an  increasingly  large  segment 
of  the  U.S.  population. 

It  IS  unfortunate  that  the  elderly, 
who  are  defined  as  the  cohort  of  people 
age  65  or  over,  are  commonly  thought 
of  as  the  recipients  of  geriatric  dental 
care.  When  identifying  characteristics 
that  qualify  a  group  as  a  special  popula- 
tion. It  is  probably  not  appropriate  to 
use  a  chronological  age  criterion, 
because  there  is  great  variation  in 
physical,  medical,  and  mental  condi- 
tions among  people  over  age  65.  Since 
the  relatively  healthy  elderly  individual, 
regardless  of  age,  presents  very  few 
treatment  problems  to  the  general  den- 


tal practitioner,  it  is  probably  more 
useful  to  define  geriatric  dentistry  in 
terms  of  functional  status,  rather  than 
age.  Therefore,  we  would  like  to  pro- 
pose that  Ettinger's  (and  Beck  1984) 
definition  of  geriatric  dentistry  be  used. 
He  has  defined  geriatric  dentistry  as 
the  provision  of  dental  care  for  adult 
persons  with  one  or  more  chronic, 
debilitating  physical  or  mental  illnesses 
with  associated  medications  or 
psychosocial  problems.  It  should  be 
pointed  out  that  although  many  of 
these  conditions  are  often  associated 
with  increasing  age,  they  are  not  a  con- 
sequence of  aging  per  se.  Thus,  a 
geriatric  dental  patient  is  a  biologically 
compromised  adult  who  may  not  be 
older  than  age  65.  More  specifically, 
two  classes  of  geriatric  patients  are  of- 
fered. The  frail  have  chronic, 
debilitating  physical,  medical,  and  emo- 
tional problems  and  are  able  to  maintain 
some  independence  in  the  community 
only  with  continued  assistance  from 
others.  Some  of  these  individuals  are  in- 
stitutionalized, but  the  majority  live  in 
the  community  with  the  help  of  sup- 
port services.  The  functionally  depen- 
dent are  so  impaired  by  any  combina- 
tion of  chronic,  debilitating  physical, 
medical,  or  emotional  problems  that 
they  are  unable  to  maintain  any  in- 
dependence. These  people  are 
necessarily  homebound  or 
institutionalized. 

For  epidemiologic  information  on  oral 
status  to  be  useful  for  dentistry,  data 
must  be  collected  on  people  with  dif- 
ferent levels  of  functional  status:  (1)  the 
healthy  elderly,  with  minimum  treat- 
ment implications,  (2)  the  frail,  which 
by  our  definition  would  also  include 
adult  handicapped,  and  (3)  the  func- 
tionally dependent,  which  would  in- 
clude mostly  the  elderly  and  handicap- 
ped who  are  institutionalized. 

While  this  may  sound  like  an  un- 
necessary change  in  definition,  it  has 
significant  implications  for  dentistry. 
For  example,  when  most  elderly  people 
receive  dental  treatment,  they  are  not 
readily  identified  as  geriatric  patients 


by  their  dentists  because  they  really  are 
no  different  from  younger  adults,  except 
for  some  normal  aging  changes.  Thus, 
dentists  who  define  "geriatric  patients" 
as  those  over  age  65  and  who  provide 
treatment  based  on  the  needs  of  those 
individuals  are  correct  when  they  say 
that  geriatric  dentistry  is  really  no  dif- 
ferent than  any  other  type  of  dentistry. 
However,  when  medically  compromised 
or  fijnctionally  limited  elderly  patients 
receive  treatment,  they  are  readily 
classified  as  geriatric  because  they  pre- 
sent a  number  of  potential  dental  treat- 
ment problems.  Currently,  there  are  no 
epidemiologic  data  available  on  the  oral 
status  of  the  geriatric  population.  Since 
most  current  information  is  presented 
by  chronologic  age,  this  paper  will  use 
the  term  elderly  rather  than  the  term 
geriatric.  The  initial  focus  of  the  paper 
will  be  on  the  types  of  physical  and 
mental  diseases  affecting  the  popula- 
tion. The  prevalence  of  these  condi- 
tions is  important  in  the  continuing 
analysis  of  information  on  the  popula- 
tions of  interest,  the  geriatric  and  the 
handicapped. 

Societal  Changes 

Older  people  historically  have  com- 
prised a  relatively  small  proportion  of 
U.S.  society.  However,  there  has  been  a 
dramatic  decrease  in  death  rates,  for 
the  years  1925  through  1980,  for  the 
population  over  55  in  the  United 
States.  (National  Center  for  Health 
Statistics,  1984)  This  decrease  in  death 
rates  has  led  to  a  projected  increase  in 
the  number  of  people  over  age  65  from 
almost  27  million  in  1982  to  over  35 
million  in  the  year  2000.  During  that 
time  the  proportion  of  elderly  popula- 
tion-those  age  65  and  over -will  in- 
crease from  11  percent  to  20  percent.  In 
addition,  the  age  distribution  within 
the  elderly  cohort  also  is  expected  to 
change  (see  Figure  1).  The  oldest 
group,  85  and  over,  is  projected  to  in- 
crease 110  percent  from  1982  to  2000, 
while  the  youngest  group  is  projected 
for  only  a  small  increase.  Thus,  in  the 
year  2000,  we  may  expect  to  see  not 
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only  more  elderly  patients,  but  propor- 
tionally more  of  the  oldest  segment  of 
the  elderly  population. 

In  the  past,  the  elderly  have  been 
stereotyped  as  being  primarily  eden- 
tulous and  in  need  of  many  prosthodon- 
tic  services.  More  recent  epidemiologic 
studies,  which  were  reviewed  m  an 
earlier  paper  by  Weintraub  and  Burt 
(1985),  have  shown  a  trend  of  decreas- 
ing rates  of  edentulism  in  all  population 
age  groups.  Thus,  the  elderly  can  be  ex- 
pected to  have  more  teeth,  resulting  in 
a  wider  range  of  oral  problems  needing 
treatment. 

Elderly  people  also  have  been  stereo- 
typed as  being  infrequent  users  of  den- 
tal services.  Indeed,  as  shown  in  Table 
1,  1963-64  national  data  show  that 
people  aged  65  and  over  were  least  like- 
ly to  have  seen  a  dentist,  averaging  .8 
visits  per  person  per  year,  with  those 
visits  being  made  by  just  21  percent  of 


Figure  1.  Distribution  ot  People  b5  +  in  1982  .ind  Prii|e 
Changes  for  2000,  by  Age  Croup 


:ted 


■Vo  INCREASE 


1982  AND  CENSUS  PROJECTIONS  FOR  2000 

Source:  NCHS,  "Changes  in  Mortality  Among  the  Elderly." 
Series  3,  PHS  Pub.  #84-106A' 


Table  1.  Dental  Visits  per  Person  per  Year  and  Percent  of  Population  with  Dental  Visits  within  Past  Year 


1963-64* 


1978-79* 


1981t 


Age 


Visits/ 
PersonA'ear 


Percent  of 
Population 


Visits/ 
Person/Year 


Percent  of 
Population 


Visits/ 
PersonA'ear 


Percent  of 
Population 


Under  5 

5-14 

15-24 

25-44 

45-64 

65  H- 

AU  ages 


0.3 
1.9 
2.0 
1.9 
1.7 
0.8 

1.6 


11.1 
54.9 
55.1 
48.5 
38.4 
20.8 

42.0 


0.4 
2.0 
1.7 
1.7 
1.8 
1.3 

1.6 


14.3 
64.2 
56.6 
54.3 
48.9 
34.5 

50.0 


1.8 
1.8 
1.5 

1.7 


70.9 
62.1 
42.6 

63.7 


*NCHS.  Dental  Visits.  Volume  and  Interval  Since  Last  Dental  Visit:  United  States,  1978  and  1979.  Series  10,  No.  138,  1982. 
tNCHS.  Current  Estimates  from  National  Health  Interview  Survey,  U.S.  1981,  Series  10,  No.  141,  1982. 
— Age  categories  not  comparable. 


the  elderly  group.  However,  by 
1978-79,  the  visit  rate  had  increased  to 
1.3  visits  per  year,  involving  33  percent 
of  the  elderly  population.  By  1981,  the 
rate  had  increased  to  1.5  visits,  involv- 
ing 43  percent  of  people  aged  65  and 
over.  These  changes  are  especially  im- 
pressive when  compared  to  the  rates 
for  all  age  groups  combined,  which  had 
only  changed  from  1.6  visits  to  1.7 
visits  per  person  per  year  over  the  same 
time  period.  (National  Center  for 
Health  Statistics,  1982) 

Thus,  dentists  may  expect  to  see  not 
only  more  elderly  patients,  but  also 
relatively  older  elderly  patients  who  are 
more  likely  to  have  teeth  and  to  make 
use  of  dentists'  services.  Dental  practi- 
tioners may  be  encouraged  by  dental 


expenditures  projected  for  1985  and 
1990  (see  Table  2).  The  National 
Center  for  Health  Statistics  (1983)  pro- 
jected expenditures  for  dentists'  ser- 
vices to  rise  from  $18  billion  in  1981  to 
$30  billion  in  1985  and  to  $52  billion  by 
1990.  However,  hints  of  an  increasing 
complexity  of  delivering  those  services 
can  be  found  in  other  data  in  Table  2. 
Dramatic  increases  also  are  projected 
for  expenditures  on  drugs  and  medical 
sundries  and  on  nursing  home  care. 

Changing  Morbidity 
Patterns 

Analyses  of  data  from  the  National 
Health  Interview  Surveys  from  1966  to 
1976  reveal  a  general  rise  in  morbidity 


and  disability  in  all  age  groups,  with 
the  greatest  increase  occurring  in  the 
45-64  age  group.  (Colvez  and  Blanchet, 
1981)  More  recent  data  from  this  con- 
tinuing interview  survey  are  shown  in 
Table  3  as  the  number  of  people  with 
various  chronic  conditions  and  the  rates 
per  thousand  within  four  age  groups. 
More  than  16  million  people  have  heart 
conditions  and  more  than  24  million 
have  hypertension.  (National  Center 
for  Health  Statistics,  1981)  Prevalence 
rates  are  much  higher  for  middle-aged 
adults  than  they  are  for  young  adults. 
They  also  are  much  higher  for  elderly 
people  than  they  are  for  middle-aged 
adults.  Chronic  conditions  with  implica- 
tions for  dental  practice  are  very 
prevalent  in  the  population  aged  65  and 
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Table  2.  Aggregate  Expenditures  by  Type  of  Expenditure: 
United  States,  1981,  and  Projections  for  1985  and 
1990 


1981 


1985 


1990 


Dentists'  services 
Drugs  and  medical 

sundries 
Nursing  home  care 


$18,054        $29,863        $52,022 
20,636  29,581  44,434 


24,485 


44,565 


81,788 


Amounts  in  millions. 

Source;  Changing  Mortality  Patterns,  Health  Services.  Utili- 
zation and  Health  Care  Expenditures:  United  States,  1978- 
2003.  NCHS,  Series  3,  No.  23,  1983. 


over.  For  example,  12  percent  have 
arteriosclerosis,  27  percent  have  heart 
disease,  and  39  percent  have  hyperten' 
sive  disease.  Thus,  the  prevalence  of 
chronic  systemic  conditions  not  only 
has  been  increasing  over  time,  but  also 
has  reached  a  level  at  which  these  con- 
ditions can  be  expected  to  be  seen 
quite  frequently  in  dental  practice. 

Table  4  presents  1979  rates  for 
various  types  of  physical  impairments 
found  in  the  four  age  groups  described 


above.  Some  type  of  visual  impairment 
affects  only  1  percent  of  those  under 
age  17,  but  the  rates  rise  with  age  to 
where  12  percent  of  the  elderly  people 
are  visually  impaired.  (National  Center 
for  Health  Statistics,  1981)  Hearing  im- 
pairments rise  even  more  dramatically 
with  age,  with  28  percent  of  the  elderly 
being  hearing  impaired.  Deformities  or 
orthopedic  problems  also  rise 
dramatically  with  age,  with  16  percent 
of  the  elderly  being  disabled.  People 


with  physical  impairments  that  have  im- 
plications for  successful  treatment  in 
the  dental  office  are  found  in  all  age 
groups,  but  the  prevalence  of  these  im- 
pairments is  especially  high  in  the  elder- 
ly population. 

It  would  be  predicted  that  people 
with  chronic  diseases  and  impairments 
would  be  more  likely  to  be  taking  medi- 
cations. As  shown  in  Table  5,  1977 
U.S.  data  show  that  almost  60  percent 
of  the  U.S.  population  was  taking  at 
least  one  prescription  medicine.  (Na- 
tional Center  for  Health  Services 
Research,  1982)  Medications  were 
least  likely  to  be  taken  by  6-  to  1 8-year- 
olds  and  were  taken  most  by  people 
over  age  55.  Up  to  75  percent  of  the 
elderly  cohort  was  taking  at  least  one 
medication.  Table  5  also  shows  the 
mean  number  of  medicines  taken  by 
people  taking  at  least  one.  People  who 
take  prescription  medications  are  hkely 
to  take  more  than  three,  with  an 
astonishing  average  of  12  medications 
per  person  in  the  55-64  group  and  14  in 
the  65-and-over  age  group. 

Prescription  medicines  are  important 
in  dental  practice  if  they  affect  the  oral 


Table  3.  Prevalence  of  Selected  Chronic  Conditions:  Rates  per  1,000,  by  Age  and  Condition,  1979 


-Age. 


Chronic  Condition 


No.  People 
(thousands) 


<17 


17-44 


45-64 


65-1- 


Heart  conditton 

Hypertensive  disease 

Chronic  sinusitis 

Arthritis 

Chronic  bronchitis 

Diabetes 

Arteriosclerosis 


16,428 

23,785 

28,054 

25,868 

7,474 

5,236 

3,894 


17.9 
1.9 

46.8 
3.7 

42.2 
1.1 


37.5 

58.8 

148.4 

47.8 

26.6 

8.7 

0.8 


128.5 

214.4 

189.2 

252.7 

35.6 

51.9 

21.6 


274.4 
385.1 
156.4 
442.7 
45.4 
79.7 
123.5 


Source:  NCHS.  Current  Estimates  from  The  National  Health  Survey:  United  States,  1979.  Series  10,  No.  136,  1981. 


Table  4.  Prevalence  of  Physica 

Impairments,  Rates 

per 

1,000,  by  Age 

and 

Impairment 

Impairment 

No.  People 
(thousands) 

<17 

A 
17-44 

ge- 

45-64 

65-1- 

Visual 

Hearing 

Speech 

Extremity  paralysis 

Deformities  or  orthopedic 

8,568 

16,663 

1,968 

1,849 

18,364 

10.5 

14.4 

15.9 

1.8 

14.2 

29.3 

44.9 

6.2 

2.6 

95.2 

58.2 

199.2 

6.5 

6.6 

117.9 

118.5 

281.6 

8.4 

19.0 

162.1 

Source:  Current  Estimates  from  The  National  Health  Survey:  United  States 
(PHS)81-1564. 

,1979.  Series 

10, 

No.  136, 

DHHS  Publication  No. 

N     C     D     R     *      Winter  1987 


cavity  or  if  they  cause  complications  in 
the  provision  of  dental  treatment.  We 
have  taken  data  from  the  1980  National 
Ambulatory  Medical  Care  Survey  (Na- 
tional Center  for  Health  Statistics, 
1982)  on  the  types  of  medications  taken 
and  have  grouped  them  into  three 
broad  classifications  according  to  their 
potential  dental  implications  (See  Table 
6).  Class  I  includes  drugs  that  have  a 
direct  effect  on  the  oral  cavity.  Some, 
such  as  antihistamines,  tricychcs,  and 
phenothiazines  have  xerostomic  side  ef- 
fects. Others,  such  as  dilantin,  have 
hyperplastic  effects  on  gingival  tissues. 
Class  II  includes  drugs  that  may  cause 
local  or  systemic  complications  for  den- 
tal procedures.  This  class  includes 
drugs  such  as  Coumadin  and  steroids. 
Class  III  includes  drugs  that  at  this 
time  have  no  known  predictable  effect 
on  dental  treatment.  National  data  (see 
Table  6)  show  that  a  substantial  propor- 
tion of  the  drugs  taken  by  each  age 
group  are  in  Class  I  or  Class  U.  In  the 
under-25  age  group,  approximately  66 
percent  of  the  drugs  are  in  Class  I  or  II. 
The  proportion  increases  to  81  percent 
for  people  aged  65  and  over,  reflecting 
the  great  magnitude  of  dental  implica- 
tions of  prescription  drugs. 


Table  7  presents  information  ex- 
tracted from  the  Framingham  Disability 
Study  (Jette  and  Branch,  1981)  Includ- 
ed is  information  on  the  percent  of  peo- 
ple able  to  perform,  without  difficulty, 
selected  physical  activities  that  may 
have  implications  for  either  dental  treat- 
ment or  the  maintenance  of  oral  health. 


Generally,  females  were  less  Hkely  to  be 
able  to  perform  these  activities  without 
difficulty.  For  both  sexes,  the  percent 
unable  to  complete  the  activities  in- 
creased with  age,  with  10  to  25  percent 
in  the  75-84  age  group  having 
disabihties. 


Table  5 

Percent  of  People  with  Prescribed  Medicines,  Mean  Number  of  Prescription 

Medicines  per  Person  with  at  Least  One  Prescribed  Medicine  by  Age,  United 

States,  1977 

Mean  Number  of  Prescribed 

Percent  with  at  Least  1    Medicines  per  Person  with  at 

Age 

Total  Population   Prescription  Medicine     Least  1  Prescribed  Medicine     1 

<6 

18,216 

66                                        4 

6-18 

50,647 

45                                         4 

19-24 

22,299 

53                                        5 

25-54 

78,472 

59                                        7 

55-64 

20,180 

69                                   ,    12 

65-1- 

22,284 

75                                       14 

Total 

212,098 

58                                        8 

Source: 

NCHSR.  National  Health  Care  Expenditures  Study  Data  Preview  9,  DDHS 

PubUcation  No.  (PHS)82-3320. 

Table  6.  Percent  of  People  Taking  Prescription  Medication  by  Age  and  Dental  ImplicaHons,  United  States,  1980 


Dental  Effect 


Under  25 


25-44 


45-64 


65 -H 


Prescriptions  (in  thousands) 

Class  I*  Direct 

Class  11+  Indirect 

Class  IIIJ  No  effect 


181,196 

22% 
44% 
34% 


143,011 

31% 
43% 

24% 


169,681 

44% 
37% 
18% 


160,642 

47% 
34% 
19% 


'Direct  effect  on  oral  cavity  (xerostomia,  tissue  hyperplasia) 

tPotential  local  or  systemic  complications  in  providing  dental  treatment  (contraindications  or  precautions  for  certain  dental 
procedures) 
^Currently  no  known  predictable  effect 
Source:  Adapted  from  National  Ambulatory  Medical  Care  Survey,  1980,  Series  B,  No.  65 


Table  7.  Percentage  of  Individuals  Not  Able  to  Perform  Selected  Physical  Activities  Without  Difficulty,  by  Age  and  Sex 


Extending  Arms 
Above  Shoulders 


Sitting  for 
1  +  Hours 


Holding  Small 
Objects 


Lifting  Weight 
Under  10  Lbs. 


M 

F 

M 

F 

M 

F 

M 

F 

55-64 

9% 

13% 

10% 

17% 

8% 

13% 

4% 

12% 

65-74 

9 

16 

11 

15 

15 

18 

4 

18 

75-84 

11 

19 

12 

16 

26 

26 

10 

33 

Source:  A.  M.  Jette  and  L.  Branch.  The  Framingham  Disability  Study:  Physical  Disability  Among  the  Aging.  AjPH  71(1 1):1211- 
16,  1981. 
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The  Institutionalizied 
Elderly 

We  also  must  consider  the  impact  of 
an  increasing  proportion  of  very  old 
people  who  need  oral  care  and  live  in 
long'term  care  institutions.  Currently, 
the  median  age  of  patients  in  nursing 
homes  is  82  years.  (U.S.  Bureau  of  the 
Census,  1979)  Only  5  percent  of  people 
aged  65  and  older  reside  in  institutions, 
but  20  percent  of  those  over  age  80  are 
institutionalized.  (National  Center  for 
Health  Statistics,  1977)  If  present 
trends  continue,  we  can  expect  a  larger 
proportion  of  people  who  are  sufficient- 
ly compromised  to  live  in  institutions, 
yet  to  still  need  oral  health  services. 

Tables  8  and  9  present  the  types  of 
diseases  and  the  functional  status  of  pa- 
tients the  dental  practitioner  is  likely  to 
encounter  when  attempting  to  provide 
oral  care  services  in  a  nursing  home. 
Table  8  presents  data  on  the  primary 
diagnosis  at  the  last  exam  for  nursing 
home  residents  in  the  United  States  in 
1977.  (National  Center  for  Health 
Statistics,  1977)  Because  this  is  the 
primary  diagnosis,  this  table  does  not 
reflect  that  many  patients  have  multiple 
diseases  and  each  disease  rate  would  be 
higher  if  all  diseases  that  each  patient 
had  were  recorded.  Diseases  of  the  cir- 
culatory system  were  most  likely  to  be 
listed  as  a  primary  diagnosis.  They  oc- 
curred in  almost  400  of  every  1,000 
nursing  home  residents.  Of  these, 
arteriosclerosis  was  the  most  likely 
subclassification.  The  next  largest 
group  of  diagnoses  was  likely  to  be  the 
mental  disorders  and  senility.  Chronic 
brain  syndrome  was  the  most  frequent- 
ly occurring  subgroup,  followed  by 
various  types  of  psychoses  and  mental 
retardation.  Other  conditions  frequent- 
ly listed  as  the  primary  diagnosis  were 
diabetes,  arthritis  and  rheumatism,  and 
diseases  of  the  respiratory  system. 

Table  9  classifies  nursing  home 
residents  in  the  United  States  by  their 
functional  status.  Here  we  have  includ- 
ed types  of  functional  status  that  may 
have  implications  for  dental  treatment. 
People  with  impaired  vision  constitute 
almost  29  percent  of  nursing  home 
residents,  and  the  prevalence  of  im- 
paired hearing  was  similar.  (National 
Center  for  Health  Statistics,  1977)  Ap- 
proximately 10  percent  of  the  residents 
can  communicate  only  nonverbally, 
with  14  percent  presenting  severe  com- 
munication problems.  Approximately  35 
percent  of  the  institutionalized  popula- 


Table  8.  Primary  Diagnosis  for  Nursing  Home  Residents 

United  States,  1977 

Primary  Diagnosis  at  Last  Exam 

Number 

Rate/1,000 

Total 

1,303,100 

1,000 

Disease  of  Circulatory  Systems 

Total 

516,800 

397 

Congestive  heart  failure 

52,800 

40 

Arteriosclerosis 

264,400 

203 

Hypertension 

47,700 

37 

Stroke 

103,500 

80 

Heart  attack,  ischemic  heart  disease 

22,500 

17 

Other 

25,800 

20 

Mental  Disorders  and  Senility  without  Psychosis 

Total 

266,100 

204 

Senile  psychosis 

21,200 

16 

Other  psychosis 

57,400 

44 

Chronic  brain  syndrome 

96,400 

74 

Senility  without  psychosis 

26,600 

20 

Mental  retardation 

42,400 

33 

Alcoholism  and  other  mental  disorders 

22,100 

17 

Other  Diagnosis 

Total 

429,700 

330 

Arthritis  and  rheumatism 

56,200 

43 

Parkinson's  disease 

23,300 

17 

Hip  fracture 

29,300 

22 

Other  bone  fracture 

10,600 

8 

Diabetes 

71,700 

55 

Cancer 

28,900 

22 

Diseases  of  the  respiratory  system 

31,000 

23 

Diagnosis  Unknown 

90,500 

69 

1 

Table  9.  Number  and  Percent  Distribution  of  Nursing  Home  Residents  by 

Selected  Functional 

Statuses,  United  States,  1977 

Functional  Status 

Number 

Percent 

Vision  Status 

Not  impaired 

875,600 

67 

Partially  impaired 

247,000 

19 

Severely  impaired 

85,800 

7 

Completely  lost 

38,400 

3 

Unknow^n 

56,300 

4 

Hearing  Status 

Not  impaired 

906,000 

70 

Partially  impaired 

282,900 

22 

Severely  impaired 

56,300 

4 

Completely  lost 

9,300 

1 

Unknown 

48,500 

4 

Communication  Status 

Communicates  verbally 

1,117,000 

86 

Communicates  nonverbally 

128,200 

10 

Cannot  talk 

24,900 

2 

Is  too  ill 

24,300 

2 

Mental  or  emotional  problems 

47,500 

4 

Does  not  speak  English,  other 

31,500 

2 

Does  not  communicate 

58,000 

4 

Behavior  Status 

Depressed  or  withdrawn 

460,000 

35 

Agitated,  nervous,  or  hyperactive 

440,400 

34 

Abusive,  aggressive,  or  disruptive 

221,500 

17 

Wandering 

149,200 

11 

Other  behavioral  problems 

114,300 

9 

1 
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tion  are  either  depressed  or  withdrawn; 
another  34  percent  are  agitated,  ner- 
vous, or  hyperactive.  Approximately  17 
percent  present  problems  by  being 
abusive,  aggresive,  or  disruptive. 

The  Homebound  and 
the  Handicapped 

Considerable  difficulty  was  en' 
countered  in  finding  any  information  on 
even  the  number  of  homebound  in- 
dividuals. The  problem  becomes  more 
complicated  if  one  is  interested  in 
homebound  patients  who  may  need  to 
be  treated  in  their  residences  by  den- 
tists. Information  is  available  on  the 
proportion  of  people  who  have  restric- 
tion of  activity  or  who  are  impaired  in 
one  or  more  activities  of  daily  living, 
but  this  classification  may  not  mean 
that  the  individual  must  be  treated  by  a 
dentist  in  his  or  her  home.  A  better  in- 
dicator of  how  many  patients  may  need 
oral  care  in  the  home  may  be  the 
number  who  were  sufficiently  ill  to  re- 
quire that  a  physician  come  to  the 
home.  Table  10  presents  1974  data  on 
physician  home  visits.  (National  Center 
for  Health  Services,  1980)  Physician 
home  visits  were  made  for  3  million 
people  who  constitute  approximately 
1.5  percent  of  the  U.S.  population.  The 
largest  number  of  home  visits  and  the 
highest  rate  per  thousand  in  the  popula- 
tion occurred  among  people  over  age 
65.  The  visit  rate  for  those  over  65  was 
46  per  1,000,  which  is  comparable  to 
estimates  that,  while  not  well  docu- 
mented, usually  classify  5  percent  of 
the  elderly  population  as  homebound. 


There  are  many  problems  in  obtaining 
a  description  of  the  handicapped 
population.  There  is  no  information  at 
all  on  the  numbers  and  types  of  han- 
dicapped adults  in  the  United  States, 
although  some  surveys  are  under  way. 
Rough  estimates  of  the  number  and 
proportion  of  handicapped  adults  could 
be  gained  by  reviewing  the  chronic 
diseases,  impairments,  and  medications 
in  Tables  3,  4,  and  5  for  people  under 
age  65. 

The  term  handicapped  has  been  used 
synonymously  with  other  terms  such  as 
developmentally  disabled,  disabled, 
exceptional,  mentally  retarded,  and 
crippled.  (Nowak,  1976)  The  term  cur- 
rently used  by  the  federal  government 
is  "developmentally  disabled."  It  is 
detailed  in  the  Developmentally  Dis- 
abled Assistance  and  Bill  of  Rights  Act 
(Public  Law  No.  95-602)  and  defines  a 
developmental  disability  functionally  as 
a  severe,  chronic  disability  attributed  to 
a  mental  and/or  physical  impairment 
that  is  manifested  before  a  person 
reaches  the  age  of  22.  This  disability  af- 
fects people  in  the  following  major  areas 
of  life:  self-care,  learning,  self-direction, 
economic  sufficiency,  receptive  and  ex- 
pressive language,  mobility,  or  capacity 
for  independent  living.  (Kamen,  1981) 
Thus,  a  wide  variety  of  diseases,  condi- 
tions, or  impairments  may  account  for 
someone  being  developmentally  dis- 
abled. While  there  are  many  different 
agencies  that  are  set  up  to  serve  the 
developmentally  disabled,  the  only 
agency  charged  with  actually  identify- 
ing the  developmentally  disabled  is  the 
Department  of  Education.  One  method 


Table  10.  Number  and  Rate  per  1,000  Civilian  Noninstitu- 
tionalized  Population  of  People  Who  Had  at  Least 
One  Physician  Home  Visit,  by  Age,  United  States, 
1974 

People  with  at  Least  One 
Physician  Home  Visit 

Number 
Age  (thousands)  Rate/1,000 


<15 
15-44 
45-64 
65-(- 

Total 


736 
869 
614 

945 

3,164 


14 
10 
14 
46 

15 


Source:  NaHon's  Use  of  Health  Resources,  1979.  DHEW  Pub- 
lication No.  (PHS)80-1240.  National  Center  for  Health 
Statistics. 


of  estimating  the  prevalence  of 
developmental  disabilities  is  to  deter- 
mine the  numbers  of  handicapped  peo- 
ple receiving  special  education  and 
related  services.  A  total  of  4.3  million 
received  services  in  1982-83,  an  in- 
crease of  16  percent  in  just  six  years. 
(U.S.  Department  of  Education,  1984) 
The  number  of  handicapped  children 
served,  in  proportion  to  the  number  of 
children  enrolled  in  preschool  through 
12th  grade  in  1982-83,  was  almost  11 
percent.  A  breakdown  of  the  handicap- 
ped enrollment  by  handicappping  condi- 
tions IS  shown  in  Table  11.  The  condi- 
tions with  greatest  prevalence  are  learn- 
ing disabled  (4.4  percent),  speech  im- 
paired (2.9  percent),  and  mentally 
retarded  (1.9  percent).  These 
categories,  however,  do  not  distinguish 
levels  of  functional  disability  either 
among  or  within  categories.  These 
rates  also  do  not  include  handicapped 
adults  or  handicapped  children  not 
needing  special  education  services.  It 
has  been  estimated  that  as  many  as  one 
million  additional  handicapped  children 
are  not  presently  being  counted  by  the 
Department  of  Education  because  they 
do  not  need  educational  services. 
(Healy,  1984) 

There  has  been  a  trend  toward  nor- 
malization or  deinstitutionalization  of 
handicapped  people.  They  are  being 
educated  and  trained  for  life  in  the 
community  in  some  structured  environ- 
ment or  with  nonhandicapped  in- 
dividuals. This  move  results  in  an 
increased  reliance  on  self-motivation  to 
seek  dental  care  in  the  private  practice 
system.  It  is  not  known  how  these 
changes  will  affect  oral  health,  since  the 
oral  status  of  the  handicapped  is  in- 
fluenced not  only  by  a  lack  of  preven- 
tive measures,  but  also  by  a  lack  of  ac- 
cess to  dental  care.  In  addition  to 
economic  restraints,  this  lack  of  access 
to  care  is  partly  the  result  of  a  bias 
among  practitioners  against  treating 
handicapped  patients.  (Kamen,  1981) 
(Entwistle  and  Casamassimo,  1981) 
Developmentally  disabled  patients  often 
present  the  dental  team  with  a  complex 
array  of  psychosocial,  communication, 
and  physical  problems  that  must  be 
handled  in  the  provision  of  dental  treat- 
ment. Their  problems  are  similar  to  the 
problems  presented  by  the  geriatric  pa- 
tient. Therefore,  it  also  makes  sense  to 
classify  and  collect  epidemiologic  data 
on  the  oral  status  of  the  handicapped  in 
terms  of  the  seriousness  of  the  func- 
tional disability  rather  than  simply  by 
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Table  11.  Percent  of  School  Enrollment  Served  as  Handi- 
capped, by  Handicapping  Condition,  1982-83 


Handicapping  Condition 


Percent 


Learning  disabled 
Speech  impaired 
Mentally  retarded 
Emotionally  disturbed 
Other  health  impaired 
Multihandicapped 
Hard  of  hearing  and  deaf 
Orthopedically  impaired 
Visually  impaired 

Total 


4.4 
2.9 
1.9 
.9 
.1 
.2 
.2 
.1 
.1 

10.8 


Source:  U.S.  Department  of  Education.  Sixth  Annual  Report 
to  Congress  on  the  Implementation  of  Public  Law  94:142:  The 
Education  for  All  Handicapped  Children  Act.  Department  of 
Education,  1984. 


the  disease  or  impairment. 

To  summarize  at  this  point,  it  seems 
that  the  U.S.  population  is  aging,  with 
increasing  chronic  disability  in  all  age 
groups  and  increased  use  of  medicines 
that  have  an  impact  on  dental  disease 
and  dental  treatment  beyond  the 
disease  for  which  they  were  prescribed. 
The  increasingly  older,  as  well  as  han- 
dicapped, populations  are  less  likely  to 
be  able  to  perform  certain  physical  ac- 
tivities, thereby  impairing  ability  to  be 
treated  easily  and  to  maintain  oral 
health.  The  population  changes  that 
have  been  described  may  have  the 
following  implications  for  dentistry: 

1.  These  special  populations  may 
have  different  prevalence  rates  for  oral 
disease. 

2.  There  may  be  different  patterns  of 
diseases  in  these  special  populations. 
Incidence  rates  may  differ,  rates  of  pro- 
gression of  disease  may  differ,  and 
etiologic  patterns  may  be  more  difficult 
to  ascertain. 

3.  Common  preventive  procedures 
may  be  more  difficult  to  apply  within 
these  special  populations. 

4.  These  special  populations  may 
have  characteristics  that  affect  the 
amount  and  types  of  dental  treatment 
and  the  method  by  which  it  is 
performed. 

Before  reviewing  the  epidemiologic 
evidence  on  the  oral  status  of  the  elder- 
ly and  handicapped,  a  few  problems  in- 
herent in  interpreting  prevalence  data 
should  be  discussed. 


Problems  in  Oral 
Status  Assessment  of 
Populations 

Most  dental  epidemiologic  studies  are 
cross-sectional,  a  design  that  produces 
prevalence  data.  Prevalence,  the 
measure  of  a  disease  or  condition  at  a 
single  point  in  time,  traditionally  has 
been  used  to  describe  the  amount  of 
disease  present  and  to  identify  charac- 
teristics of  people  who  have  and  do  not 
have  disease.  When  the  diseases  of  in- 
terest were  infectious  and  acute  in 
nature,  the  knowledge  of  who  had  and 
who  did  not  have  the  disease  led  to 
clues  to  the  etiology  of  that  disease. 
This  occurred  because  prevalence  and 
incidence  of  disease  are  very  similar 
when  cases  of  a  disease  do  not  exist  in 
the  community  for  long  periods  of  time. 
Incidence  data  are  needed  to  accurately 
determine  causality.  However,  when 
the  diseases  are  chronic,  as  are  most 
dental  diseases,  there  is  an  accumula- 
tion of  cases  that  build  up,  and 
prevalence  information  becomes  very 
different  from  incidence  information. 
Thus,  in  prevalence  studies  of  dental 
diseases,  we  are  often  associating  the 
presence  or  absence  of  dental  condi- 
tions that  could  have  occurred  over  a 
great  number  of  years  in  a  person's  life 
with  characteristics  of  the  person  at  the 
time  at  which  the  study  was  con- 
ducted. Quite  often  we  find  that 
characteristics  of  a  long-standing 
nature,  such  as  a  person's  educational 
level,  marital  status,  or  age,  are  most 


likely  to  be  associated  with  the  dental 
conditions.  Theoretically  important 
variables  such  as  spendable  income,  at- 
titudes toward  oral  health,  and  atti- 
tudes toward  dental  treatment  are  quite 
often  found  to  be  weakly  associated. 
Consequently,  when  studying  the 
elderly  and  adult  handicapped,  we 
might  expect  that  prevalence  studies 
will  do  little  more  than  tell  us  the 
number  of  dental  conditions  in  the  com- 
munity. Analysis  of  this  information 
will  be  further  complicated  by  several 
other  epidemiologic  factors  that  affect 
our  ability  to  accurately  predict  the 
future  impact  of  these  oral  conditions 
on  society.  These  factors  include  cohort 
effects,  selective  survival,  tooth  loss, 
and  changes  in  treatment  patterns. 
Each  of  those  factors  is  discussed  very 
briefly. 

A  cohort  is  a  group  of  people  having 
similar  characteristics.  The  picture  of  a 
population  that  is  taken  by  a  prevalence 
survey  is  complex  because  it  always  in- 
cludes a  multitude  of  different  cohorts. 
Usually,  the  characteristic  of  greatest 
interest  is  age.  Thus,  a  prevalence 
survey  will  contain  people  ranging  in 
age  from  infancy  to  very  old,  who  are 
usually  grouped  in  several  age 
categories.  Oral  conditions  are  then 
usually  presented  by  what  appears  to 
be  a  progression  in  age.  In  fact,  these 
are  distinct  cohorts  of  people  who  have 
had  different  life  experiences  (including 
experiences  with  dentistry)  and  who 
may  or  may  not  be  similar  to  older  or 
younger  cohorts.  For  example,  there  has 
always  been  a  great  temptation  to  in- 
dicate that  the  seriousness  of  periodon- 
tal conditions  increases  with  age. 
Gingivitis  may  predominate  in  a 
younger  age  group,  moderate  pocketing 
may  predominate  in  a  middle-age  group, 
and  severe  pocketing  and  tooth  loss 
may  be  higher  in  an  older  group. 
However  these  are  different  cohorts  of 
people  and  it  is  not  known  whether  the 
disease  actually  does  progress  as  a 
cohort  ages  or  whether  the  older 
cohorts  have  had  moderate  or  severe 
pocketing  for  much  of  their  lives. 
With  some  oral  conditions,  dif- 
ferences found  in  different  age  cohorts 
also  may  reflect  changes  in  treatment 
patterns.  Perhaps  the  most  obvious  ex- 
ample is  edentulousness,  which  is 
decreasing  in  the  United  States.  (Wein- 
traub  and  Burt,  1985)  However,  in  a 
sample  of  edentulous  individuals,  it  was 
found  that  there  was  a  definite 
household  effect,  with  one  spouse  being 
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2.8  times  more  likely  to  be  edentulous  if 
the  other  spouse  was  edentulous. 
(Hunt  and  Beck,  1984)  This  similarity 
between  spouses  is  due,  at  least  in  part, 
to  shared  factors  such  as  use  of  the 
same  dentist,  similar  dental  utilization 
patterns,  similar  attitudes  and  values, 
and  changes  in  treatment  patterns  over 
time.  Thus,  one  cannot  rule  out  the  ef- 
fects of  treatment  patterns  on  the 
prevalence  of  dental  conditions  m  the 
population. 

The  concept  of  selective  survival  and 
the  fact  of  tooth  loss  are  two  factors 
especially  relevant  in  the  study  of  adult 
populations.  Since  prevalence  data  only 
measure  what  is  there  at  one  time,  the 
investigator  can  only  measure  disease  in 
older  people  who  have  survived  to  a 
certain  age  and  have  kept  some  of  their 
teeth.  Thus  in  any  survey  of  elderly 
people,  the  measurement  may  simply  be 
of  the  healthy  survivors  who  may  have 
disease  patterns  and  risk  factors  dif- 
ferernt  from  those  who  lost  their  teeth 
at  an  earlier  age.  Beyond  that,  selective 
survival  may  be  tooth-type  specific  in 
that  certain  teeth  may  be  less  suscepti- 
ble to  dental  diseases.  In  elderly 
populations,  the  characteristics  of  peo- 
ple who  have  dental  disease  in  certain 
teeth  may  be  different  form  those  who 
have  disease  in  more  susceptible  teeth. 
Finally,  the  fact  that  the  teeth  are  lost 
makes  it  difficult  to  determine  why  they 
were  lost.  Since  longitudinal  studies  are 
expensive,  an  alternative  is  to  examine 
the  same  people  in  a  population  study 
at  two  well-separated  times,  such  as  10 
to  20  years  apart.  With  adults,  it  is  still 
difficult  to  determine  the  incidence  of 
any  condition  except  edentulousness, 
unless  one  keeps  track  of  the  reasons 
for  which  teeth  were  lost  over  that  time 
period. 

The  problems  enumerated  above  are 
not  detailed  in  order  to  conclude  that 
we  cannot  know  anything  about  the 
oral  conditions  of  elderly  and  handicap- 
ped people.  Yet  they  do  indicate  that 
epidemiologic  studies  on  adults  are  ex- 
tremely complicated  and  that  it  is  dif- 
ficult to  be  confident  of  what  we  know 
about  oral  health.  It  is  important  to 
keep  these  factors  in  mind  when 
reviewing  studies  of  oral  conditions  in 
these  special  populations.  We  approach 
this  task,  remembering  the  advice  of 
Brody,  who  in  reviewing  epidemiologic 
data  on  aging,  states,  "One  hazard  is  an 
overstatement  of  knowledge  in  areas 
where  scientific  evidence  is  weak  or 
lacking."  (Brody,  1984) 


Oral  Health  Status  of 
the  Geriatric  Population 

Laboratory  and  clinical  research  on 
aging  has  demonstrated  that  aging  and 
disease  are  different,  but  the  dental 
research  community  has  lagged  behind 
some  disciplines  in  studying  aging  and 
the  elderly.  (Baum,  1981)  This  lack  of 
research  has  resulted  in  a  number  of 
stereotypes  and  generalizations  that 
have  been  repeated  so  often  they  are 
presented  as  fact  in  geriatric  texts  and 
papers.  (Langer,  1976)  (Nizel,  1976) 
(Shklar,  1979)  (Storer,  1978) 
(MacHudis,  1983)  (Franks  and 
Hedegard,  1973)  Included  are  such 
generalizations  as  decreased  salivary 
flow,  altered  taste  and  smell,  atrophy  of 
oral  mucosa,  atrophy  of  orofacial 
musculature,  high  rates  of  edentulism, 
and  high  rates  of  root  caries  and  ad- 
vanced periodontal  disease  in  the  re- 
maining teeth. 

The  true  nature  and  extent  of  oral 
physiologic  and  oral  pathologic  changes 
are  poorly  defined.  Available  epidemio- 
logic data  on  the  prevalence  and  in- 
cidence of  oral  disease  in  the  elderly 
population  are  limited.  There  have  been 
only  two  national  surveys  that  are 
helpful  in  indicating  the  prevalence  of 
oral  conditions  in  the  elderly  popula- 
tion, and  these  data  are  becoming 
somewhat  dated.  In  addition,  the  oldest 
age  cohort  was  not  represented  m  these 
national  samples.  The  National  Health 
Examination  Survey  (NHES)  (National 
Center  for  Health  Statistics,  1967)  of 
1960-62  included  no  participants  over 
age  79.  The  National  Health  and 
Nutrition  Examination  Survey 
(NHANES)  of  1971-74  included  no 
subjects  over  age  74.  (National  Center 
for  Health  Statistics,  1981)  Any  other 
data  from  the  United  States  that  are 
available  have  been  collected  on  small 
populations  at  high  risk  for  dental 
disease,  on  small  populations  of  institu- 
tionalized people,  or  on  a  limited 
number  of  elderly  people  participating 
in  a  survey  of  all  age  groups.  Some  data 
are  available  on  populations  in  other 
countries,  such  as  Great  Britain  and 
Scandinavia,  but  the  dental  health  and 
dental  care  patterns  are  much  different 
from  those  found  in  the  United  States. 

The  National  Institute  for  Dental 
Research  recently  has  awarded  a  con- 
tract to  again  investigate  oral  conditions 
in  a  nationwide  sample  of  working 
adults.  A  sample  of  elderly  people  who 
attend  multipurpose  senior  citizen 


centers  are  to  be  included  in  this  cross- 
sectional  survey.  Useful  information 
will  be  obtained  from  the  elderly  sam- 
ple, but  the  participants  will  not  be  en- 
tirely representative  of  the  nation's 
elderly  population.  At  the  University 
of  Iowa,  we  are  presently  undertaking  a 
longitudinal  survey  of  the  prevalence 
and  incidence  of  oral  conditions  in  a 
representative  sample  of  noninstitu- 
tionalized  rural  elderly  lowans.  Some 
baseline  prevalence  data  from  this 
survey  are  included  later  in  this  paper. 
Aside  from  these  studies,  there  have 
been  no  recent,  representative, 
population-based  studies  of  oral  condi- 
tions in  the  elderly  in  this  country.  In 
addition,  clinical  research  investigating 
age-associated  oral  changes  is  limited, 
while  controlled  clinical  trials  and 
planned  preventive  interventions  to  im- 
prove oral  health  typically  do  not  in- 
clude elderly  participants. 

Age-Associated  Oral 
Changes 

Mucosal  Atrophy 

The  generalizations  usually  made 
about  oral  structural  and  functional 
changes  associated  with  aging  ap- 
parently are  based  on  clinical  impres- 
sions or  studies  of  small  groups  of  high- 
risk,  medically  compromised  people.  It 
IS  important  clinically  to  recognize  that 
morphologic  changes  and  physiologic 
changes  often  associated  with  aging  are 
instead  caused  by  underlying  pathologic 
conditions,  rather  than  by  aging  per  se. 
Baum  (1981)  has  reviewed  studies  of 
oral  mucosal  changes  and  found  that  no 
conclusions  could  be  drawn  about 
whether  there  is  atrophy  of  the  oral 
mucosa  in  aged  people.  Data  were 
scarce  and  subjects  were  poorly 
described.  Two  studies  that  used  ade- 
quately described  subjects  and  similar 
study  methods  had  conflicting  results. 
(Brown  and  Young,  1970)  (Mosadomi 
et  al.,  1978)  All  other  studies  reviewed 
were  weakened  by  lack  of  adequately 
described  subjects,  lack  of  represen- 
tative subjects,  and  lack  of  standard 
criteria  to  assess  mucosal  atrophy. 
Feldman  and  Chauncey  (1984)  conclud- 
ed that  specific  alterations  of  the  oral 
tissues  may  not  be  the  result  of  aging 
Itself,  but  may  instead  by  induced  by  a 
host  of  environmental  factors,  such  as 
tobacco  smoking. 

Further  investigation  of  age- 
associated  mucosal  atrophy  would  be 
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strengthened  by  the  study  of  clinically 
healthy  adults  of  all  ages,  as  well  as 
adults  with  varying  dentition  states. 
These  adults  need  to  be  fully  describ- 
ed, especially  in  terms  of  medical 
history,  so  the  confounding  effects  on 
mucosal  structure  of  factors  such  as 
systemic  conditions  and  medications 
can  be  assessed.  There  is  also  a  need 
for  standard,  reproducible  methods  of 
assessing  mucosal  atrophy  in  clinical 
research.  Assessment  on  a  epidemio- 
logic basis  cannot  be  made  until  easily 
applied  survey  criteria  have  been 
developed. 

Muscle  Function 

The  orofacial  musculature  also  is 
believed  to  atrophy  with  age.  Changes 
in  muscle  function  are  a  dental  concern, 
particularly  for  edentulous  people  in 
terms  of  denture  adaptation  and  effi- 
ciency. However,  conclusions  cannot  be 
drawn  from  existing  research.  Most 
studies  include  only  elderly  edentulous 
people,  thereby  preventing  comparison 
of  muscle  function  between  people  with 
different  dentition  states  and  between 
different  age  cohorts.  A  recent 
Veterans  Administration  Longitudinal 
Study  investigation  found  that 
masticatory  ability  was  unchanged  with 
age.  (Feldman  et  al.,  1980)  However, 
older  subjects  required  more  time  to 
chew  food  in  preparation  for  swallow- 
ing. A  recent  investigation  in  the 
Baltimore  Longitudinal  Study  of  Aging 
used  physical  oral-motor  examinations 
to  assess  oral  function.  (Baum  and 
Bodner,  1983)  Age  was  associated  with 
lip  posture  impairment,  but  not  with 
impairment  of  swallowing.  Clearly,  data 
on  oral  musculature  change  are  scarce. 
Research  in  oral  musculature  atrophy 
suffers  from  the  same  weaknesses  as 
does  research  in  mucosal  atrophy. 
There  remains  a  lack  of  adequate,  ob- 
jective, and  reproducible  methods  of 
assessing  oral-motor  function.  Future 
studies  must  include  well-described  and 
carefully  selected  subjects  representing 
a  variety  of  ages  and  dentition  states. 

Taste 

The  association  between  age  and 
diminished  quality  of  gustatory  or  taste 
function  has  been  investigated  in  many 
studies,  with  equivocal  results. 
Grzegorczyk  and  co-workers  (1979),  in 
a  review  of  studies  of  taste  function, 
identified  such  methodological  problems 
and  concerns  as  lack  of  water  rinses 


before  tasting  solutions,  inadequate  ex- 
posure to  the  taste  system,  inadequate 
range  of  concentrations  of  tastants  in 
solutions  used,  and  use  of  minimum 
taste  thresholds.  The  use  of  minimum 
taste  thresholds  to  assess  taste  function 
has  been  criticized  as  too  unlike  the  real 
life  situation.  Bartoshuk  (1978)  instead 
recommended  the  use  of  suprathreshold 
concentrations.  When  these  threshold 
concentrations  have  been  used  in  tests, 
mild  increases  m  sodium  chloride 
thresholds  have  been  found  with  age. 
(Baum,  1981)  (Grzegorczyk  et  al.,  1979) 
Similar  differences  with  age  have  been 
noted  for  quinine  sulfate  (bitter) 
thresholds,  but  not  for  citric  acid  (sour) 
or  sucrose  (sweet)  thresholds.  (Baum, 
1981)  Thus,  clinical  research  in 
gustatory  changes  in  the  elderly  has 
not  found  evidence  for  any  broad 
generalizations  about  loss  of  taste  func- 
tion as  a  person  ages. 

Salivary  Function 

Studies  of  salivary  function  in  elderly 
subjects  generally  have  agreed  on  a  con- 
clusion of  age-related  morphologic 
salivary  gland  changes,  but  have  not 
agreed  on  the  functional  consequences 
of  these  changes.  (Baum,  1981)  Com- 
parability of  results  has  suffered  from 
methodological  issues  such  as  poorly 
described  subjects,  nonrepresentative 
subjects,  and  lack  of  standardized 
methods  of  salivary  stimulation  and 
salivary  collection.  In  addition,  it  is 
now  recognized  that  salivary  function  is 
affected  by  confounding  factors  such  as 
regulation  of  collection  times,  postpran- 
dial times,  and  menstrual  status. 
(Baum,  1981)  (Mandel  and  Wotman, 
1976)  Recent  evidence  indicates  that  a 
diminished  salivary  flow  often  noted  in 
studies  of  the  elderly  is  due  to  patho- 
logic conditions  or  pharmacologic  ef- 
fects of  medications,  rather  than  aging 
per  se.  (Baum,  1981)  Examinations  of 
specific  salivary  constituents  have  been 
plagued  by  similar  methodologic  prob- 
lems. Baum  (1981)  has  concluded  that 
sufficient  advances  have  been  made  in 
salivary  gland  physiology  to  adequately 
examine  salivary  gland  function  in  ag- 
ing, but  rigid  criteria  for  saliva  collec- 
tion and  standard  methods  of  analysis 
need  to  be  applied.  Additional  research 
in  salivary  function,  particularly  age- 
associated  changes  in  function,  is  need- 
ed, but  the  many  methodologic  pro- 
blems just  described  must  be  addressed 
and  overcome. 
Oral  physiologic  functions  have  im- 


portant clinical  implications  for  geriatric 
dentistry.  Included  in  the  implications 
are  concerns  such  as  ability  to  tolerate 
or  accept  removable  prostheses,  the 
abihty  to  tolerate  or  enjoy  a  number  of 
different  foods,  and  the  ability  to  pro- 
tect the  teeth  and  other  oral  structures 
from  an  altered  ecology  of  microflora. 

Summary 

Age-associated  changes  in  muscosal 
structure,  oral  musculature  function, 
taste  perception,  and  salivary  function 
have  been  studied  to  a  varying  extent 
with  generally  inconclusive  results. 
Definitive  results  can  only  come  from 
improved  study  methods.  In  particular, 
subjects  need  to  be  selected  carefully 
and  described  fully  not  only  in  terms  of 
demographic  characteristics,  but  also  in 
terms  of  medical  histories.  Standardized 
methods  of  data  collection  must  be 
used  so  that  vahd  comparisons  can  be 
made  between  age  cohorts,  and 
between  healthy  individuals  and  those 
with  systemic  conditions.  Evidence  in- 
dicates that  some  conditions  commonly 
thought  to  be  part  of  physiologic  aging 
are  really  a  result  of  pathologic  pro- 
cesses and  only  indirectly  associated 
with  aging. 

Edentulism  and 
Tooth  Loss 

Edentulism  rates  among  the  elderly 
have  been  reported  as  relatively  high  in 
a  number  of  European  countries  and 
Austraha,  ranging  from  57  to  85  per- 
cent being  edentulous  (Smith,  1979) 
(Clarkson  and  O'MuUane,  1983) 
(Swallow  et  al.,  1978)  (Ainamo,  1983) 
(Rise,  1982)  (Spratley,  1978)  Eden- 
tulism has  been  shown  consistently  to 
increase  with  age,  with  females  having 
higher  rates  of  edentuhsm  than  males. 
Limited  data  indicate  that  rates  are 
lower  in  the  United  States.  Data  are 
available  from  the  two  national  health 
examination  surveys  and  from  recent 
statewide  surveys  in  North  Carolina 
and  Iowa.  Some  additional  data  come 
from  the  ongoing  series  of  annual  na- 
tional health  inten.'iew  surveys,  but 
these  interviews  typically  obtain  httle 
information  about  dental  health. 

Edentulism  rates  from  two  national 
interview  surveys  (National  Center  for 
Health  Statistics,  1974)  and  the  two  ex- 
amination surveys  (National  Center  for 
Health  Statistics,  1967  and  1981)  are 
shown  in  Table  12.  Data  indicate  a 
trend  of  decreasing  edentulousness  over 
time.  Elderly  females  have  had  con- 
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Table  12.  Percent  Edentulous  in  U.S.  Elderly  Population:  Two  Interview  and  Two  Examination  Surveys 


HIS* 

1957-58 


NHES+ 
1960-62 


HIS 
1971 


Whites 


NHANES 
1971-74:^ 


Blacks 


Males,  65-74 
Females,  65-74 
Males,  75 -t- 
Females,  75  + 


52.8% 
57.6 
62.4 
71.0 


45.1% 
53.0 
55. 7t 
65.6+ 


45.0% 
45.4 
56.3 
62.2 


43.6% 

47.0 

X 

X 


27.9% 
53.0 


*HIS — Health  Interview  Survey**"';  national  samples,  all  ages 

tNHES — National  Health  Examination  Survey^';  people  aged  80 -H  not  examined 

JNHANES — National  Health  and  Nutrition  Examination  Survey^^;  people  aged  75  +  not  examined 


sistently  higher  rates  than  elderly 
males,  but  the  differences  in  sex-specific 
rates  may  be  decreasing.  For  example, 
in  the  1971  HIS  survey,  there  was  only 
a  .4  percent  difference  in  the  eden- 
tulism  rates  for  males  and  females  in 
the  65'74'year-old  age  cohort.  (Na- 
tional Center  for  Health  Statistics, 
1974)  The  decline  in  sex-specific  dif- 
ferences  appears  to  be  accounted  for 
mostly  by  whites.  In  the  1971'74 
NHANES  survey,  black  women  aged 
65-74  were  much  more  likely  to  be 
edentulous  (53  percent)  than  were 
black  males  aged  65-74  (28  percent). 
(National  Center  for  Health  Statistics, 
1981) 

More  recently,  oral  health  surveys 
have  been  completed  in  two  states.  In 
Iowa,  34  percent  of  people  aged  65-74 
were  edentulous,  while  44  percent  of 
those  aged  75  or  over  were  edentulous. 
(Ettinger  et  al.,  1984)  In  North 
Carolina,  40  percent  of  people  aged 
60-70  were  edentulous,  but  the  rate 
jumped  to  62  percent  for  people  aged 
70  or  more.  (Schonfeld  and  Warren- 
Hicks,  1981) 

Another  recent  survey  in  Iowa  in- 
cluded an  interview  of  3,673  noninstiu- 
tionalized  people  age  65  and  over  in 
two  predominantly  rural  counties. 
Edentulism  rates  decreased  from  53 
percent  in  the  age  80  and  over  cohort 
to  only  29  percent  in  the  65-69  age 
cohort.  (Hunt  et  al.,  1985)  There  were 
essentially  no  differences  between 
males  and  females  in  any  of  the  age 
cohorts. 

Summary 

Data  from  these  surveys  indicate  that 
sex-specific  differences  in  edentulous 
may  be  disappearing,  while  racial  dif- 
ferences may  be  persisting.  Rates  are 
consistently  higher  in  older  age  groups, 
but  the  differences  are  probably  declin- 


ing, especially  among  whites.  Much  of 
the  difference  in  age-specific  rates  is 
due  to  cohort  effects  m  cross-sectional 
prevalence  surveys.  Younger  people 
have  had  more  exposure  to  a  more 
preventive-oriented  dental  heatlh 
philosophy  and  improved  methods  of 
maintaining  previously  diseased  teeth. 
Thus,  tooth  loss  may  not  be  so  much  a 
function  of  increased  age  as  it  may  be  a 
function  of  different  lifetime  experiences 
and  changing  dental  care  practices. 

Coronal  Caries 

Baum  (1981)  has  argued  that  dental 
caries  usually  is  not  perceived  as  a 
problem  for  the  elderly  because  the 
group  IS  typically  stereotyped  as 
substantially  or  fully  edentulous.  In- 
deed, DMF  data  from  the  two  national 
examination  surveys  show  comparable 
decay  or  D  rates  of  only  .5-. 7  teeth  per 
dentate  person  in  the  65-  to  69-year-old 
cohort  in  both  surveys.  In  addition,  the 
loss  of  teeth  was  very  high.  (National 
Center  for  Health  Statistics,  1967; 
1981)  No  other  age-related  conclusions 
about  coronal  caries  could  be  drawn 
from  those  surveys  because  of  the  age 
restrictions  included  in  the  sampling 
frames.  Interestingly,  Chauncey  et  al. 
(1978)  have  pointed  out  that  if  coronal 
caries  prevalence  is  considered  in  pro- 
portion to  the  number  of  teeth  present, 
older  adults  may  have  higher  attack 
rates  than  do  younger  adults. 

Since  there  have  been  no  recent  na- 
tional caries  studies  on  adults,  evidence 
about  coronal  caries  patterns  in  the 
elderly  must  be  taken  from  the  regional 
population  surveys  and  special  popula- 
tion surveys.  North  Carolina  data  in- 
dicated that  decay  (D)  rates  were 
higher  in  some  adult  groups  than  they 
were  in  children.  (Hughes  et  al.,  1982) 
Iowa  data  on  restorative  treatment 
needs  also  indicated  rates  higher  in 


some  adults  than  in  children  (Beck  et 
al.,  1982)  Iowa  data  also  showed  that  a 
substantial  portion  of  the  decay  occur- 
red on  surfaces  already  filled.  In  some 
cases,  there  were  new  lesions  on  a  dif- 
ferent part  of  the  same  surface,  but 
most  were  recurrent  or  secondary  le- 
sions. More  recently,  in  a  survey  of 
rural  elderly  people  in  Iowa,  we  found 
that  30  percent  of  520  dentate  subjects 
had  untreated  coronal  decay.  (Beck, 
1985)  Those  having  decay  had  about 
three  decayed  teeth  per  person. 
Approximately  half  the  lesions  were 
due  to  recurrent  caries. 

The  prevalence  of  coronal  caries  has 
been  determined  in  a  number  of  popula- 
tions not  representative  of  the  U.S. 
population.  (Chauncey  et  al.,  1978) 
(Banting  et  al.,  1980)  (Smith  and 
Sheiham,  1979)  (Leake  and  Martinello, 
1972)  (Grabowski  and  Bertram,  1975) 
In  general,  the  decay  rates  are  equal  to 
or  greater  than  those  found  in  our 
survey  of  elderly  lowans.  Definitive 
conclusions  cannot  be  drawn,  however, 
because  of  differences  in  data  collection 
methods,  different  population  eden- 
tulism rates,  different  reporting 
methods,  and  the  use  of  nonrepresen- 
tative  samples. 

Sumynary 

It  is  difficult  to  draw  definitive  con- 
clusions about  coronal  caries  in  the 
elderly,  but  data  tend  to  indicate  that 
initial  and  recurrent  coronal  caries  are 
significant  problems  for  this  age  cohort. 
Additional  standardized  studies  of 
representative  samples  of  elderly  are 
needed  to  better  describe  both  the 
prevalence  and  the  incidence  of  coronal 
caries.  To  date,  most  studies  have  been 
limited  to  prevalence  assessment  and 
may  include  analysis  of  relationships 
between  caries  rates  and  some  demo- 
graphic characteristics.  Additional  data 
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also  are  needed  for  analysis  of  potential 
risk  factors  for  this  disease.  Also  need- 
ed are  assessments  of  the  roles  of  such 
factors  as  systemic  condtions  and 
medications,  fluoride  histories,  dental 
care  utilization  patterns,  and  behavioral 
and  attitudinal  characteristics.  Prospec- 
tive studies  should  be  conducted. 

Root  Surface  Caries 

The  epidemiology  of  root  surface 
caries  in  the  elderly,  or  any  age  group, 
is  less  well  described  than  that  of  cor- 
onal caries.  The  NHES,  NHANES, 
North  Carolina,  and  Iowa  population 
studies  did  not  distinguish  between  cor- 
onal surface  caries  and  root  surface 
caries.  Most  studies  that  did  identify 
root  caries  rates  in  selected  populations 
included  few  or  no  subjects  aged  65 
and  over.  (Hazen  et  al,  1974)  (Sumney 
et  al.,  1973)  (Lohse  et  al.,  1977)  (Hecht 
and  Friedman,  1949)  (Hix  and  O'Leary, 
1976)  (Ravald  and  Hamp,  1981)  (Katz 
et  al.,  1982)  (Stamm  and  Banting, 
1980)  However,  prevalence  rates,  defin- 
ed as  the  percent  of  the  population 
with  root  caries,  generally  have  been 
found  to  increase  with  age. 

Banting  and  co-workers  (1980)  ex- 
amined 59  institutionalized  elderly  in 
Ontario  and  found  a  mean  of  7.6 
decayed  and  2.2  restored  root  lesions. 
In  a  recent  study  of  a  sample  represent- 
ing the  adult  population  of  Finland,  the 
proportion  of  people  with  root  caries 
and  the  proportion  of  teeth  affected  in- 
creased with  age  (Vehkalahati  et  al., 
1983).  Among  subjects  aged  70  and 
above,  27  percent  of  the  females  and  32 
percent  of  the  males  had  root  caries. 
They  had  5.2  and  6.0  teeth,  respective- 
ly, affected  by  root  caries.  In  our  survey 
of  nonmstitutionalized  elderly,  we 
found  much  lower  root  caries  rates. 
(Beck  et  al.,  1985)  Overall,  63  percent 
of  the  elderly  subjects  had  some 
decayed  or  filled  root  surfaces,  but  all 
the  untreated  lesions  occurred  in  just 
25  percent  of  the  subjects.  Those  with 
some  decayed  or  filled  root  surfaces  had 
an  average  of  3.6  surfaces  affected.  The 
rates  were  essentially  the  same  for 
males  and  females,  but  the  females 
were  more  likely  to  have  the  lesions 
treated.  Most  lesions  were  initial  le- 
sions, rather  than  recurrent. 

Summary 

As  with  coronal  caries,  the 
epidemiology  of  root  caries  is  poorly 
described.  Additional  studies,  using 


standardized  assessment  methods,  are 
needed  to  quantify  the  prevalence  and 
incidence  of  root  caries  in  represen- 
tative populations.  No  national  data  are 
available,  and  recent  smaller  studies  in- 
dicate that  there  is  evidence  of  root 
caries  attack  in  more  than  half  the 
elderly  population.  However,  unfilled 
lesions  occur  in  only  25  percent  of  the 
group.  Additional  data  and  analyses  are 
needed  to  investigate  factors  associated 
with  increased  risk  for  root  caries  in 
both  the  well  elderly  and  the  compro- 
mised elderly.  At  this  time,  it  is  not 
known  who  is  likely  to  have  caries 
problems,  nor  is  it  known  whether 
planned  interventions  for  caries  reduc- 
tions are  needed  for  any  elderly  popula- 
tions. Prospective  studies  are  needed  to 
eliminate  the  problem  of  selective  sur- 
vival of  teeth,  to  identify  groups  at  high 
caries  risk,  to  investigate  possible 
etiologic  factors,  and  to  test  preventive 
agents. 

Periodontal  Diseases 

Many  studies  have  investigated  the 
prevalence  of  periodontal  diseases  in 
populations  of  all  ages.  However, 
periodontal  disease  is  a  condition  that 
has  been  difficult  to  define  and  difficult 
to  assess.  A  large  variety  of  epidemi- 
ologic indices  have  been  used  in  at- 
tempts to  quantify  periodontal  condi- 
tions, with  no  consensus  yet  about 
which  indices  should  be  used. 

While  some  indexes,  like  the  Gingival 
Index  of  Loe  and  Silness  (1963),  quan- 
tify only  gingival  inflammation,  most 
periodontal  indexes  attempt  to 
categorize  each  case  along  some  con- 
tinuum ranging  from  healthy  to  gingival 
inflammation  to  moderate  pocket  forma- 
tion to  severe  periodontal  destruction. 
The  most  commonly  used  indexes  of 
periodontal  disease  levels  have  been 
Russell's  PI  (1956)  and  Ramfjord's  PDI 
(1959).  Both  indexes  classify  cases  on  a 
disease  continuum,  but  the  indexes  are 
not  readily  comparable.  Thus,  direct 
comparisons  of  data  from  surveys  using 
these  different  indexes  are  quite 
difficult. 

The  prevalence  of  periodontal  disease 
in  any  age  cohort  is  difficult  to  assess 
because  of  a  lack  of  definition  of 
periodontal  disease.  Most  studies 
report  a  very  high  prevalence  rate  for 
periodontal  disease  if  gingivitis  is  con- 
sidered a  periodontal  disease.  If 
periodontal  disease  is  defined  as  the 
presence  of  moderate  or  severe  bone 


loss  and  periodontal  pocketing,  the 
prevalence  rates  are  much  lower.  Ques- 
tions have  been  raised  aobut  the  sen- 
sitivity of  and  abihty  to  standardize 
examiners  on  indexes  that  include  sub- 
jective evaluation  of  gingival  inflamma- 
tion. (Hunt  and  Beck,  1984)  (World 
Health  Organization,  1978)  Thus,  in- 
creasing attention  has  been  placed  on 
assessing  periodontal  treatment  needs 
in  broad  classifications,  rather  than  tr>'- 
ing  to  differentiate  more  narrowly  defin- 
ed disease  levels.  The  commonly  em- 
ployed indexes  of  treatment  needs  are 
the  Periodontal  Treatment  Needs 
System  (PTNS)  (Bellini  and  Gjermo, 
1973)  and  the  Community  Periodontal 
Index  of  Treatment  Needs  (CPITN). 
(Ainamo  et  al,  1982)  They  classify 
teeth  and  subjects  by  presence  or 
absence  of  gingival  inflammation, 
presence  or  absence  of  calculus 
deposits,  moderate  pocketing  (up  to 
6mm),  and  severe  pocketing  (over 
6mm). 

Periodontal  disease  prevalence  assess- 
ment in  the  elderly  population  is 
especially  difficult.  In  addition  to  ques- 
tions of  what  periodontal  disease  is  and 
how  It  should  be  measured,  there  is  the 
previously  described  lack  of  population- 
based  studies  of  elderly  people.  Surveys 
of  representative  populations  in  other 
countries  indicate  increased  prevalence 
of  advanced  periodontal  conditions 
with  age.  Finnish  data  show  that  44 
percent  of  people  aged  70  and  over  had 
periodontal  pockets  4-6mm  and  31  per- 
cent had  pockets  over  6mm.  (Mark- 
kamen  et  al,  1983)  Dutch  data  mdicate 
that  among  dentate  working  adults,  the 
prevalence  of  periodontal  pockets  in- 
creased with  age.  (Plasschaert  et  al., 
1978)  Among  people  aged  55  and  over, 
82  percent  had  pockets  of  3mm  or 
more,  with  about  three  teeth  affected 
per  person.  In  a  Swedish  study,  79  per- 
cent of  dentate  subjects  had  periodon- 
tal pockets  of  4mm  or  more,  with  14 
percent  of  tooth  surfaces  being  affected. 
(Hugoson  and  Koch,  1979)  However, 
among  people  aged  60  and  over,  only 
6-8  percent  had  severe  periodontal 
disease.  (Hugoson  and  Jordan,  1982) 
Limited  data  from  this  countr>'  in- 
dicate that  prevalence  of  advanced 
periodontal  conditions  may  be  lower. 
North  Carolina  data  indicate  that  the 
percent  of  adults  with  periodontitis  in- 
creases with  age,  up  to  30  percent  for 
whites  over  age  70,  slightly  higher  for 
nonwhite  females,  and  extremely  high 
for  nonwhite  males  (over  85  percent). 
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(Hughes  et  al.,  1982)  The  higher  rates 
for  nonwhites  may  be  due  to  differences 
in  dental  care  patterns  rather  than 
disease  per  se.  Nonwhites  tend  to  have 
fewer  visits  and  tend  to  retain  more 
teeth,  but  a  number  of  these  teeth  may 
be  severely  diseased.  Iowa  data,  from  a 
statewide  survey  of  all  age  groups,  in' 
dicate  that  approximately  32  percent  of 
the  elderly  population  has  3'6mm 
pockets,  but  only  2  percent  need  exten- 
sive periodontal  treatment  for  pockets 
over  6mm.  (Beck  et  al.,  1984)  These 
data  did  not  indicate  an  increase  in 
prevalence  with  age  for  age  groups  over 
44  years. 

Our  recent  survey  of  520  dentate 
elderly  lowans  found  that  53  percent 
had  periodontal  pockets  3'6mm,  but 
only  13  percent  had  pockets  over  6mm, 
and  7  percent  had  teeth  sufficiently 
mobile  to  be  indicated  for  extraction. 
(Hunt  et  al.,  1985)  This  elderly  dentate 
cohort  had  a  mean  of  6.1  teeth  with 
3-6mm  pockets,  but  only  .4  and  .2 
teeth  with  pockets  over  6mm  and  ex- 
cessive mobility,  respectively.  In  addi- 
tion, there  was  not  a  significant  in- 
crease in  teeth  affected,  by  age  group 
from  65-69  to  80  and  over. 

Summary 

At  best,  the  epidemiology  of 
periodontal  diseases  in  the  elderly  is 
confused.  Indeed,  Page  and  Schroeder 
(1982)  have  argued  that  gingival  disease 
and  periodontal  disease  are  two 
separate  and  distinct  entities.  If 
periodontal  disease  is  defined  as 
moderate  pocketing,  then  the 
prevalence  in  elderly  groups  may  be 
relatively  high.  However,  if  periodontal 
disease  is  defined  as  advanced 
pocketing  and  destruction,  then  the 
prevalence  may  be  quite  low.  However, 
data  are  too  scarce  to  draw  any  definite 
conclusions  for  policy  purposes.  Ques- 
tions remain  about  what  conditions 
need  to  be  treated,  what  conditions 
will  result  in  tooth  loss,  and  what  cases 
are  active  rather  than  passive.  (Beck, 
1984)  There  are  methodologic  problems 
that  must  be  resolved  in  how  to  quan- 
tify periodontal  conditions  reliably.  In- 
cidence data  are  needed  to  assess  the 
long-range  outcome  of  gingivitis, 
periodontal  pocketing,  and  loss  of  at- 
tachment. Incidence  data  also  are  need- 
ed to  identify  risk  factors  for  periodon- 
tal disease  and  to  determine  if  those 
risk  factors  are  different  in  the  geriatric 
population.  Controlled  clinical  trials  are 


needed  to  assess  the  efficacy  of  anti- 
microbial rinses,  oral  hygiene  regimens, 
and  behavioral  changes  in  decreasing 
periodontal  destruction. 

Oral  Cancer 

Smith  (1979;  1982)  has  completed 
two  reviews  on  the  epidemiology  of  oral 
and  pharyngeal  cancers.  Since  incidence 
data  are  generally  lacking,  relative  fre- 
quency is  often  used  to  assess  risk  for 
oral  cancer.  In  North  America  and 
Western  Europe  the  relative  frequency 
of  oral  cancer  is  2-5  percent.  In  other 
countries,  the  frequency  is  generally 
much  higher.  The  estimated  annual  in- 
cidence of  oral  cancer  is  about  4  per- 
cent for  males  and  2  percent  for 
females.  (Silverberg,  1983)  The  relative 
frequency  and  estimated  incidence  rate 
for  oral  cancer  increases  with  age 
(Cutler  and  Young,  1975)  (Hill  and 
Rowe,  1982)  (Axtell  et  al.,  1976)  Addi- 
tional risk  factors  already  identified  in- 
clude alcohol  and  tobacco  use.  (Graham 
et  al.,  1977)  (Williams  and  Horm,  1977) 

For  diseases  with  low  incidence,  it  is 
particularly  hard  to  determine  incidence 
rates  rehably.  Similarly,  it  is  difficult  to 
investigate  potential  risk  factors.  Exist- 
ing prevalence  data  indicate  that  older 
people  are  more  likely  to  have  oral 
cancer.  If  incidence  rates  are  not 
decreasing,  then  as  the  population  ages, 
oral  cancer  may  become  a  more  signifi- 
cant problem.  There  is  a  need  for 
studies  of  additional  psychosocial  and 
behavioral  characteristics  that  may  be 
associated  with  oral  cancer.  Without 
identification  of  risk  factors,  there  can- 
not be  identification  of  high-risk  pa- 
tients or  early  diagnosis  and  treatment 
of  the  disease. 

Denture  Problems 
and  Lesions 

It  is  estimated  that  approximately 
one-third  to  one-half  of  this  country's 
elderly  population  is  completely  eden- 
tulous in  both  the  maxillary  and  man- 
dibular arches.  (National  Center  for 
Health  Statistics,  1974)  (Hunt  et  al., 
1985)  Another  10-20  percent  is  eden- 
tulous in  just  one  arch.  Over  95  percent 
of  these  people  have  complete  dentures 
that  they  wear  at  least  part  of  the  time. 
In  addition,  15-20  percent  wear  re- 
movable partial  dentures.  Thus,  there  is 
a  great  potential  for  denture-type  den- 
tal problems  and  denture-related 
mucosal  lesions. 

National  data  on  denture  problems 


are  very  limited.  The  national  examina- 
tion surveys  and  the  North  Carolina 
sun.'ey  included  little  prosthodontic  in- 
formation. Sheppard  and  co-workers 
(1971)  examined  more  than  3,500  eden- 
tubus  outpatients  in  1971  and  found 
patient  satisfaction  with  85  percent  of 
the  maxillary  dentures  and  74  percent 
of  the  mandibular  dentures.  However, 
dental  examiners  found  denture-related 
mucosal  lesions  in  46  percent  of  the 
denture  wearers.  A  substantial  propor- 
tion (29  percent)  of  the  subjects  had 
seen  a  dentist  in  the  past  year,  but  35 
percent  had  not  seen  a  dentist  for  five 
years  or  more.  This  study  did  not  iden- 
tif>'  any  age-associated  trends. 

In  the  Iowa  statewide  sur\'ey,  elderly 
subjects  were  more  likely  to  be  eden- 
tulous and  to  be  wearing  dentures.  (Et- 
tinger  et  al.,  1984)  In  addition,  a 
greater  proportion  of  the  elderly  sub- 
jects (18  percent)  needed  a  denture 
reline  or  remake.  About  32  percent  of 
the  denture  wearers  had  denture- 
related  mucosal  lesions. 

In  the  Iowa  elderly  survey,  38  percent 
of  subjects  aged  65  and  over  were  com- 
pletely edentulous,  while  13  percent 
were  edentulous  in  one  arch.  (Hunt  et 
al.,  1985)  Over  32  percent  of  complete 
denture  wearers  and  14  percent  of  par- 
tial denture  wearers  had  denture- 
related  lesions.  (Hand  and  WhitehiU, 
1985)  Factors  associated  with  the 
prevalence  of  denture  lesions  were  less 
than  high  school  education,  time  since 
last  dental  visit,  tobacco  use,  and 
alcohol  use.  The  subjects  reported  few 
problems  with  their  dentures,  even 
though  70  percent  of  the  edentulous 
subjects  had  not  seen  a  dentist  in  five 
years.  However,  dental  examiners  found 
relatively  high  rates  of  prosthodontic 
treatment  needs,  with  6  percent 
needing  new  dentures,  12  percent 
needing  a  reline,  and  4  percent  needing 
repair  or  adjustment. 

Sum.mary 

The  limited  data  available  indicate 
that  denture  problems  and  denture- 
related  lesions  constitute  a  large  pro- 
blem for  the  elderly  population. 
However,  additional  studies  of 
representative  groups  are  needed  to 
assess  more  reliably  and  validly  these 
problems.  Also,  incidence  studies  are 
needed  to  identify  risk  factors,  especial- 
ly behavioral  and  attitudinal  ones. 
Methods  of  educating  and  encouraging 
denture  wearers  to  cotninue  seeking 
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dental  care  also  are  needed.  There  have 
been  substantial  amounts  of  unmet  prO' 
sthodontic  treatment  needs  in  the 
populations  that  were  studied. 


Cervical  Abrasion 

Abrasion,  which  usually  occurs  in  the 
cervical  portion  of  buccal  tooth  sut' 
faces,  is  the  pathologic  wearing  of  hard 
dental  tissue  by  the  friction  of  a  foreign 
body  independent  of  occlusal  forces. 
Measures  of  abrasion  usually  are  not 
included  in  epidemiologic  surveys,  but 
it  has  been  estimated  to  affect  30  per- 
cent of  a  Swedish  population. 
(Bergstom  and  Lavstedt,  1979)  In  the 
Iowa  survey  of  the  elderly,  about  half 
the  subjects  had  unfilled  abrasion  less 
than  1mm  in  depth,  while  about  30  per- 
cent had  untreated  abrasion  over  1mm 
in  depth.  The  subjects  had  a  median  of 
three  teeth  with  shallow  abrasion  and 
two  teeth  with  deep  abrasion.  (Beck  et 
al.,  1985) 

The  prevalence  of  abrasion  in  adult 
populations  generally  is  undefined. 
Additional  prevalence  and  incidence 
studies  are  needed  to  assess  the 
magnitude  of  this  problem,  determine 
associations  with  other  dental  prob- 
lems, and  investigate  risk  factors  for  the 
condition.  At  present,  the  epidemi- 
ologic indices  used  to  measure  these 
conditions  are  crude  and  require  addi- 
tional research  to  improve  reliability 
and  validity. 


Occlusal  Attrition 

Attrition,  which  is  the  loss  of  oc- 
clusal and  incisal  hard  tooth  structure 
due  to  occlusal  force  and  friction,  is 
essentially  undescribed  in  represen- 
tative populations.  The  most  frequent 
methods  for  recording  attrition  have 
been  based  on  the  degree  of  dentin  ex- 
posure. (Akpata,  1975)  Attrition  is 
believed  to  be  associated  with  age,  but 
little  else  is  known  about  the  condition. 

In  the  Iowa  elderly  survey,  73  percent 
of  the  elderly  subjects  had  attrition  in 
which  all  the  occlusal  or  incisal  enamel 
was  lost,  with  about  5  teeth  being  af- 
fected. (Beck  et  al.,  1985)  In  addition, 
about  4  percent  of  the  subjects  had 
severe  attrition  to  the  gingival  margin, 
with  about  2  teeth  being  affected. 


Oral  Status  of 
Institutionalized  Elderly 
and  Handicapped 

Oral  Status  of  the 
Institutionali2;ed  Elderly 

This  review  of  the  elderly's  oral 
health  status  has  focused  mainly  on  the 
noninstitutionalized  segment  of  the 
population.  General  perceptions  are 
that  the  oral  health  of  the  institu- 
tionalized elderly  is  worse  than  that  of 
their  peers  who  live  at  home  in  the 
community  since  the  institutionalized 
tend  to  be  older,  have  more  physical 
and  mental  disabilities,  and  have  more 
chronic  diseases.  (Banting  et  al.,  1980) 
(Manderson  and  Ettinger,  1975) 

National  data  on  the  oral  status  of  in- 
stitutionalized elderly  are  minimal. 
Only  denture  information  is  available 
from  the  National  Nursing  Home 
Survey  conducted  in  1977.  (National 
Center  for  Health  Statistics,  1977)  It 
was  found  that  53  percent  of  nursing 
home  residents  had  dentures  and  used 
them,  while  5  percent  had  dentures  but 
did  not  use  them.  There  was  an  age  ef- 
fect for  people  who  had  dentures  and 
used  them  that  ran  from  22  percent  of 
those  under  age  65  to  63  percent  of 
people  aged  85  and  over.  Thus,  eden- 
tulism  rates  from  1977  were  relatively 
high.  The  only  information  on  other 
oral  conditions  are  from  studies  usually 
including  residents  in  either  a  single  or 
several  nursing  homes.  Most  of  these 
studies  indicate  that  dental  caries  rates 
are  high  and  that  oral  hygiene  is  poor  in 
these  groups.  The  authors  have  1984 
data  on  treatment  needs  of  over  1,300 
residents  of  nursing  homes  in  Iowa. 
The  mean  age  of  these  residents  was 
83.5  years.  AH  of  these  residents  were 
screened,  and  were  found  to  have  den- 
tal needs.  However,  it  was  found  that 
only  65  percent  of  the  residents  could 
benefit  from  dental  treatment.  When 
treatment  was  recommended,  a  pro- 
phylaxis was  recommended  for  47  per- 
cent of  the  residents,  restorative  treat- 
ment for  40  percent,  prosthodontic 
treatment  for  51  percent,  minor  oral 
surgery  for  27  percent,  and  periodontal 
treatment  for  16  percent  of  the 
residents.  Thus,  if  Iowa  nursing  homes 
are  at  all  representative  of  nursing 
homes  across  the  country,  more  than  50 
percent  of  the  residents  could  benefit 
from  dental  treatment.  That  treatment 
includes  a  wide  variety  of  dental  needs 


in  a  group  who  have  multiple  systemic 
diseases  and  impaired  functional  status. 
We  were  unable  to  find  any  national 
or  regional  information  on  the  oral 
needs  of  the  homebound.  These  people 
are  estimated  to  represent  approximate- 
ly 5  percent  of  those  individuals  over 
age  65. 

Summary 

The  only  information  available  on  the 
national  level  regarding  the  oral  status 
of  institutionalized  and  homebound 
elderly  is  that  of  denture  status  of  the 
institutionalized.  Generally,  it  is  found 
that  their  edentulism  rate  is  relatively 
high  and  their  oral  status  is  poor.  If 
teeth  are  remaining,  they  tend  to  suffer 
from  the  person's  inability  to  maintain 
even  minimal  hygiene  and  from  a  lack  of 
access  to  dental  treatment.  Over  half  of 
the  residents  might  benefit  from  some 
type  of  dental  treatment.  However,  if 
treatment  is  available  either  by  trans- 
porting the  patient  to  a  dental  office  or 
by  using  mobile  or  portable  equipment 
at  the  place  of  residence,  treatment  is 
frequently  very  difficult  to  perform,  and 
the  prognosis  for  long-range  success  is 
often  more  guarded  than  it  is  for  the 
healthier  elderly. 

Oral  Health  Status  of 
the  Handicapped 

A  developmental  disability  is  a  condi- 
tion or  disease  that  interferes  with  the 
ability  to  develop  the  physical  and  men- 
tal capabilities  required  to  achieve 
academic,  social,  and  functional  parity 
with  one's  age  cohort.  (Healey,  1977) 
The  term  developmental  disability  can 
define  certain  conditions  or  can  classify 
functional  disabilities  or  handicaps. 

Administrative  requirements  of  fund- 
ing agencies  frequently  require 
categorization  of  developmental 
disabilities  by  diagnostic  labels  such  as 
mental  retardation,  cerebral  palsy, 
epilepsy,  autism,  and  dyslexia.  Similar 
labels  and  categorizations  typically  have 
been  used  when  assessing  the  oral 
health  status  of  handicapped  people. 
Surveys  of  handicapped  populations 
have  been  reviewed  by  Brown  and 
Schoedel  (1976),  Tesini  (1981),  and 
Nowak  (1976).  These  reviews  indicate 
there  is  general  agreement  that  the  han- 
dicapped population  has  higher  rates 
than  the  nonhandicapped  population 
for  poor  oral  hygiene,  gingivitis,  and 
periodontitis.  Moderate  or  severe 
gingivitis  has  been  found  almost  univer- 
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sally,  with  degree  and  extent  increasing 
with  age  and  degree  of  mental  retarda- 
tion (Tesini  et  al.,  1976)  and 
mongolism.  (Cohen  and  Winer,  1975) 
When  mongoloid  patients  were  com- 
pared with  cerebral  palsy  patients,  the 
mongoloid  patients  had  significantly 
more  severe  periodontal  breakdown, 
with  mean  PI  =  3.1  vs.  1.7.  (Sznajder  et 
al.,  1968)  (Sznajder  and  Fenick,  1967) 
Local  factors  such  as  macroglossia, 
malocclusion,  tooth  morphology,  lack  of 
normal  mastricatory  function,  and  brux- 
ism  have  been  suggested  as  reasons  for 
higher  rates  of  periodontal  disease. 
Qohnson  and  Young,  1963)  Cutress 
(1971),  however,  identified  a  tnsomic 
systemic  factor  that  increases  disease 
susceptibility  by  combining  with  factors 
such  as  poor  circulation,  neuro- 
dystrophy,  early  physical  deterioration, 
and  other  genetic  influences. 

There  is  considerably  less  agreement 
about  caries  rates  among  handicapped 
people.  Among  the  many  studies 
reviewed  by  Nowak  (1976)  and  Tesini 
(1981),  some  reported  less  caries  in  han- 
dicapped than  m  nonhandicapped. 
Others  found  no  differences  between 
these  groups,  and  some  found  higher 
rates  in  the  handicapped  population. 
These  studies  used  a  wide  variety  of 
study  populations,  differing  methods  of 
data  collection  and  analysis,  and  most 
are  now  somewhat  dated. 

Even  among  the  more  recent  studies, 
the  lack  of  agreement  on  caries  patterns 
has  continued.  Swallow  (1972)  com- 
pared educationally  subnormal  children 
with  educationally  normal  children  and 
found  no  differences  in  caries  rates. 
Sandler  and  co-workers  (1975)  com- 
pared mentally  retarded  inpatients  and 
outpatients,  finding  that  outpatients 
had  higher  caries  rates  only  in  some  age 
groups.  They  further  concluded  that 
oral  hygiene  was  not  a  factor  in  caries 
rates  in  these  patients.  Svatun  and 
Heloe  (1975)  compared  institutionalized 
and  noninstitutionalized  mentally 
retarded  children  and  adults  and  found 
that  the  institutionalized  cohort  had 
lower  caries  rates  in  both  the  primary 
and  permanent  dentitions.  Their  results 
parallel  those  of  Tesini  (1980)  who  also 
found  the  magnitude  of  difference 
between  the  cohorts  increased  with 
degree  of  retardation.  He  concluded 
that  the  degree  of  mental  retardation 
and  institutional  status  must  be  con- 
sidered when  assessing  caries  rates. 

The  general  lack  of  agreement  among 
studies  of  caries  prevalence  may  be 


evidence  that  the  categorization  of 
developmental  disabilities  by  diagnostic 
label,  e.g.,  mental  retardation,  may  be 
inappropriate.  Healy  (1977)  has  describ- 
ed another  method  of  classifying 
developmental  disabilities,  by  categories 
of  functional  impairment.  Project  Head 
Start  developed  diagnostic  criteria  for 
10  categories  of  impairment:  blindness, 
visual  impairment,  deafness,  hearing  im- 
pairment, physical  handicap,  speech  im- 
pairment, health  impairment,  mental 
retardation,  serious  emotional  distur- 
bance, and  specific  learning  disabilities. 
Included  in  the  health  impairment 
criteria  are  severe  dental  caries, 
periodontal  disease,  or  structural 
malformations  that  interfere  with  ade- 
quate mastication. 

In  assessing  the  oral  health  status  of 
the  handicapped  population,  it  may  be 
more  important  to  consider  functional 
ability  and  disability,  rather  than  a 
medical  diagnosis.  Evidence  from  the 
work  of  Tesini  (1981)  indicates  that  it  is 
not  the  disease  per  se  that  influences 
dental  disease  rates  but  the  level  of  pro- 
foundness of  the  disease.  The  disease 
level  then  affects  the  level  of  functional 
ability  to  accept  dental  treatment  and 
to  use  preventive  measures  such  as 
regular  oral  hygiene  and  self-applied 
fluoride. 

Another  factor  with  considerable  im- 
pact on  dental  disease  levels  was  iden- 
tified by  Cutress  (1971)  as  the  number 
of  erupted  teeth.  He  compared  trisomic 
21  mongoloid  patients  with  mentally 
retarded  patients.  Some  of  each  group 
lived  at  home  and  some  lived  in  institu- 
tions. Observed  differences  between 
tnsomic  and  mentally  retarded  subjects 
living  in  the  same  environment  was  ex- 
plained in  terms  of  delayed  tooth  erup- 
tion and  fewer  number  of  teeth  present, 
rather  than  environmental  or  inherent 
factors  arising  from  chromosomal 
abnormalities. 

Summary 

Data  indicate  that  moderate  and 
severe  gingivitis  is  very  prevalent  in  the 
handicapped  population.  The  preva- 
lence of  periodontal  breakdown  is  prob- 
ably higher  than  in  nonhandicapped 
people  of  the  same  age,  but  these  find- 
ings are  not  well  documented.  Dental 
caries  rates  do  not  appear  to  be 
substantially  different  from  those  found 
in  the  nonhandicapped,  noninstitu- 
tionalized population.  For  some  condi- 
tions, like  mongolism,  caries  rates  ap- 
pear to  be  lower,  but  this  may  be  due 


primarily  to  delayed  tooth  eruption. 
Additional  information  is  needed 
about  how  disability  levels  affect 
disease  levels.  Little  is  known  about 
whether  severity  of  handicap  is  related 
to  dental  disease.  Information  also  is 
needed  on  how  preventive  regimens  can 
be  implemented  and  whether  they  are 
effective  in  improving  oral  health  m  the 
handicapped.  These  preventive  regi- 
mens could  be  community-based,  either 
home  or  institution,  and  could  include 
oral  hygiene,  self-applied  fluorides,  and 
antimicrobial  mouthnnses.  Additional 
regimens  could  be  clinic-based  and 
could  include  regular  examinations,  pro- 
phylaxis, topical  fluoride,  and  sealants. 

Conclusions 

Given  the  problems  in  definition, 
study  design,  data  interpretation,  and 
study  comparison  described  in  this 
paper,  it  may  seem  pretentious  to  have 
a  section  labeled  conclusions,  especially 
if  the  section  emphasized  what  is 
known  about  oral  health  problems  of 
the  geriatric  and  the  handicapped.  In- 
deed, most  of  our  conclusions  will  tend 
to  underscore  what  is  not  known  at 
this  time. 

It  seems  relatively  safe  to  conclude 
that  the  number  of  elderly  people  will 
be  increasing  over  the  next  30-40  years. 
Not  only  will  the  elderly  be  increasing 
m  number,  but  the  proportion  of  very 
old  people  will  also  be  increasing.  Given 
no  social  or  policy  changes  in  regard  to 
nursing  home  care,  larger  numbers  of 
the  older  members  of  our  society  can  be 
expected  to  reside  in  long-term  care 
institutions. 

There  has  been  a  trend  of  increasing 
chronic  disease  morbidity  in  the  adult 
population  over  the  last  several 
decades.  Although  there  is  debate 
whether  this  increase  will  continue,  it 
appears  there  will  be  large  numbers  of 
adults  with  chronic  disease,  limited 
function,  and  regular  use  of  prescription 
medications.  National  data  also  indicate 
that  the  proportion  of  elderly  using 
dental  services  has  increased  over  the 
last  two  decades  to  a  level  almost  equal 
to  that  of  many  other  age  groups. 

To  put  what  IS  known  about  the  oral 
health  status  of  special  populations  in 
perspective,  we  frame  the  remainder  of 
our  conclusions  around  four  questions 
that  might  be  expected  to  be  addressed 
by  epidemiologic  and  clinical  research. 
These  questions  were  enumerated 
earlier  in  this  paper,  but  are  repeated  as 
a  basis  for  concluding  comments: 
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1.  Do  these  special  populations  have 
different  prevalence  rates  for  oral 
diseases? 

2.  Are  there  different  patterns  of 
diseases  m  these  special  populations, 
i.e.,  do  incidence  rates  or  rates  of 
disease  progression  differ? 

3.  Are  common  preventive  pro- 
cedures more  difficult  to  apply  and  do 
they  have  different  effects  on  these 
special  populations? 

4.  What  are  the  characteristics  of 
these  special  populations  that  have  an 
impact  on  the  amount,  type,  and 
method  of  dental  treatment? 

Based  on  our  definition  of  geriatric 
patients,  none  of  these  questions  can  be 
answered  except  for  some  reported 
clinical  impressions  about  the  type, 
amount,  and  method  by  which  dental 
treatment  can  be  performed.  There  are 
no  studies  that  examine  the  oral  health 
status  of  adults  who  are  frail,  func- 
tionally dependent,  or  homebound. 
Thus,  these  questions  can  be  addressed 
only  for  the  elderly  population  and  the 
child  handicapped  population. 

A  pattern  of  reduction  of  edentulism 
rates  in  older  populations  seems  to  be 
true  in  national,  as  well  as  regional 
data.  There  is  also  evidence  of  a  signifi- 
cant number  of  dentate  people  to  be 
treated  in  long-term  care  institutions. 
This  implies  that  a  rather  wide  range  of 
dental  procedures  may  need  to  be  con- 
templated for  this  population. 

Existing  prevalence  data  indicate  that 
older  people  are  more  likely  to  have  oral 
cancer.  If  incidence  rates  are  not 
decreasing,  oral  cancer  may  become  a 
more  significant  problem.  There  is  a 
need  for  studies  of  psychosocial  and 
behavioral  characteristics  that  may  be 
associated  with  oral  cancer.  This  task 
will  need  to  involve  cooperative 
research  since  oral  cancer  is  a  disease 
with  low  incidence  and  it  is  particularly 
hard  to  reliably  determine  incidence 
rates  and  potential  risk  factors. 

The  limited  data  available  indicate 
that  denture  problems  and  denture- 
related  lesions  constitute  a  large  prob- 
lem for  the  elderly  population.  While 
additional  studies  on  representative 
groups  are  needed  to  more  reliably  and 
validly  assess  these  problems,  one  must 
keep  in  mind  that  if  the  incidence  of 
edentulism  is  decreasing,  no  reliable 
predictions  can  be  made  about  future 
prevalence  or  risk  factors  for  denture 
problems  or  denture-related  lesions. 

Occlusal  attrition  and  cervical  abra- 
sion are  conditions  that  may  be  relative- 


ly prevalent  in  the  elderly  population. 
However,  there  is  no  national  informa- 
tion on  these  conditions,  and  we  have 
no  knowledge  of  their  incidence  or  rates 
of  progression.  We  do  not  even  know 
whether  these  are  oral  problems 
themselves  or  whether  they  are  risk  fac- 
tors for  other  oral  problems. 

There  is  some  evidence  in  regional 
studies  that  coronal  caries  is  as  large  a 
problem  for  the  elderly  population  as 
for  any  age  group  in  U.S.  society. 
Evidence  regarding  coronal  caries  rates 
in  handicapped  child  patients  is  equivo- 
cal. At  this  point,  we  can  probably  con- 
clude that  coronal  caries  is  an  oral  prob- 
lem in  special  populations  with  a 
prevalence  rate  that  is  at  least  equal  to 
other  age  groups.  Prevalence  rates  are 
usually  used  to  plan  and  develop 
policies  for  prevention,  treatment,  or 
manpower  planning.  However,  with 
declining  rates  of  caries,  it  is  unwise  to 
make  long-range  predictions.  We  have 
no  idea  what  the  future  incidence  of 
caries  will  be  in  these  populations.  For 
example,  we  do  not  know  whether  the 
handicapped  child  populations  have 
benefitted  from  the  same  decrease  in 
caries  rates  as  other  children  have.  We 
have  no  knowledge  of  coronal  caries  in- 
cidence rates,  rates  of  progression,  dif- 
fering tooth  susceptibility,  or  the  ef- 
ficacy of  common  preventive  procedures 
in  the  elderly  and  handicapped.  If  we 
are  concerned  only  with  healthy  elder- 
ly, they  probably  provide  no  special 
problems  in  the  amount  and  type  of 
dental  treatment  performed. 

While  root  caries  has  not  been 
reported  in  handicapped  child  popula- 
tions, there  is  evidence  that  root  caries 
may  be  a  significant  problem  in  the 
elderly.  Since  there  is  no  information  on 
incidence  of  root  caries  and  its  pattern 
of  attack  in  the  mouth,  the  level  of 
knowledge  is  the  same  as  for  coronal 
caries.  However,  common  preventive 
procedures  such  as  fluoride  treatments, 
which  have  been  widely  used  for  the 
prevention  of  coronal  caries,  may  have  a 
different  efficacy  for  root  caries. 

The  epidemiology  of  periodontal 
disease  at  all  ages  is  confused.  There  is 
very  little  known  about  periodontal 
disease  among  the  elderly  and  the  han- 
dicapped. It  has  generally  been  found 
that  gingivitis  has  a  high  prevalence  in 
the  handicapped  population,  but  there 
is  no  solid  information  regarding 
periodontitis.  If  periodontal  disease  is 
defined  as  the  presence  of  bleeding, 
calculus,  or  moderate  pocketing,  then 


the  prevalence  in  elderly  groups  may  be 
relatively  high.  However,  if  periodontal 
disease  is  defined  as  advanced  pocket- 
ing and  destruction,  then  the  preva- 
lence may  be  quite  low.  Data  are  too 
scarce  at  this  time  to  draw  any  definite 
conclusions  for  policy  purposes.  In- 
cidence data  are  needed  to  assess  the 
long-range  outcomes  of  gingivitis, 
periodontal  pocketing,  and  loss  of  at- 
tachment; to  identify  risk  factors;  and 
to  determine  if  those  risk  factors  are  dif- 
ferent for  the  geriatric  population. 

The  greatest  difficulties  in  assessing 
the  oral  health  status  of  special  popula- 
tion groups  arise  from  the  way  these 
groups  are  classified  in  the  collection 
and  analyses  of  epidemiologic  data.  In 
the  past,  special  populations  have  been 
categorized  by  age  or  developmental 
disability  criteria.  A  more  appropriate 
classification  for  the  geriatric  or  han- 
dicapped populations  may  be  the  level 
of  functional  ability.  Such  a  classifica- 
tion IS  needed  before  a  valid  assessment 
can  be  made  of  the  status  of  oral  health 
in  special  populations.  Future  studies 
should  investigate  whether  the  in- 
cidence rates  and  rates  of  disease  pro- 
gression differ  among  people  with  dif- 
ferent functional  classifications,  and  ad- 
ditional studies  should  explore  the 
relative  effectiveness  of  prevention 
regimens  and  treatment  outcomes  for 
people  in  these  "special  patient" 
classifications. 
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Abstract.  -  The  elderly  are  living  longer, 
more  productive  lives  in  part  due  to  ad- 
vances in  drug  therapy.  Along  with  thera- 
peutic effects,  many  drugs  produce 
undesirable  effects  which  mimic  diverse 
disease  states.  This  article  reviews  the  ma- 
jor categories  of  chemically-induced  oral 
disease  and  provides  lists  of  drugs  com- 
monly implicated.  Some  drugs  directly  af 
feet  the  oral  cavity  causing  tooth  discolora- 
tion, soft  tissue  pigmentation,  or  oral 
ulceration.  Other  agents  adversely  affect 
salivary  glands,  taste  perception,  or  nor- 
mal oral  flora  by  virtue  of  their  systemic 
pharmacologic  effects.  Systemic  adverse 
reactions  which  manifest  orally  include 
drug-induced  blood  dyscrasias,  vitamin 
deficiencies,  and  neurological  disorders. 
Drugs  known  to  produce  idiosyncractic 
oral  eruptions  such  as  lichenoid  reactions, 
benign  mucous  membrane  pemphigoid, 
erythema  multiforme,  or  lupus 
eruthematosus  are  listed  and  discussed. 

Introduction 

The  elderly  are  living  longer,  more 
productive  lives  in  part  due  to  advances 
in  drug  therapy.  (Fisher,  1980)  However, 
as  people  grow  older,  their  rate  of  drug 
utilization  increases.  Figures  from  a  1982 
Senate  Committee  on  Aging  report 
revealed  that  the  elderly  comprise  11.5% 
of  the  U.S.  population  but  their  use  of 
medication  accounts  for  25  to  30%  of 
total  U.S.  drug  expenditures.  (U.S.  Gov't 
Printing  Office,  1982)  Over-the-counter 
(OTC)  medications  are  probably  used  by 
the  elderly  at  a  similarly  high  rate. 
Along  with  a  therapeutic  effect,  many 
drugs  produce  undesirable  effects  which 
mimic  diverse  disease  states.  Because 
the  elderly  take  larger  numbers  of  drugs 


Table  1.   Utilization  of  prescribed  med 

cat 

ons  in  the  U.S.A. 

Age  (in  years) 

Total  Population 
(in  thousands) 

Persons  with  at  least 

One  Prescribed 
Medicine  (percent) 

Prescribed  Medicines 
Per  Person  (mean) 

19  to  24 
25  to  54 
55  to  64 
65  or  older 

22,299 
78,472 
20,180 

22,284 

53.2 
59.1 

69.1 

75.2 

2.6 

4.2 

8.2 

10.7 

Total 

212,098 

58.2 

4.3 

NMCES  household  data:  United  States 

1977,  National  Center  for  Health  Services  Research. 

than  any  other  group,  they  are  par- 
ticularly susceptible  to  such  adverse  ef- 
fects (Table  1).  (Fisher,  1980)  Adverse 
drug  reactions  rise  m  direct  proportion 
to  the  number  and  frequency  of  drug- 
dose  exposures.  Of  the  population  as  a 
whole,  3-5%  of  all  hospital  admissions 
are  a  direct  result  of  adverse  drug  reac- 
tions. (Brady,  1974)  It  has  been  shown 
that  15-30%  of  hospitalized  patients  ex- 
perience drug  reactions  while  under 
treatment  which  result  in  an  average 
doubling  in  length  of  hospital  stay.  Ap- 
proximately 30,000  deaths,  1.5  million 
hospital  admissions,  and  1-3  billion 
dollars  in  expenditures  are  related  to 
drug-associated  hospitalizations  annual- 
ly. (Brady,  1974)  Because  of  the  increas- 
ed number  and  frequency  of  drug-dose 
exposures  and  other  factors,  the  elderly 
are  at  a  greater  risk  of  experiencing  drug- 
related  morbidity  and  mortality. 

The  knowledge  of  drug  therapy  in 
elderly  patients  is  becoming  more  impor- 
tant because  of  the  following  factors: 

(1)  More  geriatric  dental  patients  will 
be  treated  in  the  future. 

(2)  A  reduction  in  medication  costs  to 
elderly  can  be  attained  by  rational  drug 
therapy  decision-making. 

(3)  The  drug-related  problems  of  the 
elderly  need  to  be  understood  because 
of  the  risks  involved  in  increased  medica- 
tion usage. 

(4)  The  number  of  medications 
available  as  well  as  the  indications  for 
their  clinical  use  will  continue  to  in- 
crease, necessitating  a  growing 
knowledge  of  drug  effects  on  the  elderly. 

Therefore,  clinicians  require  complete, 
accurate,  and  current  medical  records 


and  a  complete  medication  history  in- 
cluding both  prescription  and  non- 
prescription (OTC)  products  in  order  to 
provide  rational  health  care  for  the 
elderly  patient. 

This  paper  will  discuss  some  of  the 
areas  of  concern  regarding  drugs  and  the 
elderly.  The  major  categories  of  drug- 
induced  oral  disease  will  be  reviewed 
and  drugs  commonly  implicated  will  be 
listed  as  a  quick  reference  for  clinicians. 

AREAS  OF  CONCERN 
REGARDING  DRUGS 
AND  THE  ELDERLY 

Overutili2iation 

Overutilization  of  prescription  and 
OTPC  drugs  by  elderly  persons 
represents  a  significant  health  care  pro- 
blem. In  general,  both  institutionalized 
and  independently-living  geriatric  pa- 
tients take  more  drugs  than  they  need. 
According  to  a  1977  survey,  the  mean 
annual  prescription  drug  expense  incur- 
red by  the  over  65  population  was  $75 
compared  to  $35  for  the  general  popula- 
tion. (Kasper  et  al.,  1980)  Older  persons 
often  are  dependent  upon  medication  in 
order  to  function  in  daily  life.  Often  the 
patient  develops  a  ritualistic  dependence 
on  medication  which  extends  past  the 
period  of  legitimate  need  for  therapy. 
Due  to  the  patient's  strong  feeling, 
physicians  often  grant  refills  past  the 
point  of  need.  Older  people  may  also 
display  this  type  of  behavior  in  their  use 
of  OTC  drugs  and  vitamin  products. 
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Underutilization 

Just  as  the  elderly  may  tend  to 
overuse  medications,  they  may  also 
underuse  them.  Therapy  may  be  discon- 
tinued due  to  unpleasant  side  effects  or 
high  cost  of  prescription  drugs.  Older 
people  may  stop  taking  medication  if 
they  fail  to  keep  an  appointment  or  if 
there  is  a  breakdown  in  patient' 
practitioner  communication. 

Drug  compliance 

Compliance  with  medication  regimens 
is  a  formidable  problem  in  all  age  groups. 
Various  compliance  studies  indicate  that 
50-60%  of  outpatients  take  their  medica- 
tions improperly.  The  geriatric  popula- 
tion IS  particularly  prone  to  non- 
compliance because  they  take  more 
drugs  and  therefore  take  more  daily 
doses  of  drugs. 

Schwartz  et  al.  (1962)  studied  the 
medication  habits  of  178  elderly  patients 
and  found  that  59%  made  medication  er- 
rors. Errors  of  omission  accounted  for 
20%  of  all  errors.  Patients  actually  took 
medications  prescribed  for  someone  else 
in  17%  of  the  cases.  About  10%  of  all 
medication  mistakes  involved  incorrect 
dosages  and  6%  involved  improper  dos- 
ing interval. 

In  general,  25%  of  these  errors  were 
considered  to  be  potentially  serious.  Pa- 
tients m  the  75-79  year-old  age  group 
had  the  highest  error  rate.  Factors 
predisposing  those  patients  to  medica- 
tion mistakes  included  1)  multiple- 
disease  states,  2)  higher  numbers  of 
medications  taken,  and  3)  inability  to 
cope  with  the  environment.  Reading 
ability  did  not  affect  the  medication  er- 
ror rate  in  this  group  of  elderly  people. 

Adverse  drug  reaction 

Adverse  drug  reactions  occur  when  a 
drug  is  administered  to  a  patient  and 
causes  a  bothersome  or  potentially 
harmful  effect  other  than  that  which 
was  intended.  Many  terms  have  been 
used  to  describe  this  reaction,  such  as 
drug  side-effects,  susceptibility, 
hypersensitivity,  idiosyncrasy,  in- 
tolerance, and  toxicity.  Individuals  often 
apply  these  terms  indiscriminately  in 
many  different  contexts,  resulting  in 
some  confusion. 

The  effect  of  adverse  drug  reactions 
on  the  elderly  is  of  great  concern.  Since 
the  incidence  of  adverse  reactions  is 
directly  related  to  number  and  frequen- 
cy of  drug-dose  exposures,  the  elderly 


are  more  susceptible  to  drug  misadven- 
tures due  to  multiple  disease  states  and 
overutilization.  Adverse  drug  reactions 
may  be  manifest  in  the  oral  cavity  either 
directly  or  indirectly  as  a  result  of  some 
systemic  effect.  Direct  effects  on  the 
oral  cavity  will  be  discussed  first  and 
drugs  commonly  implicated  are  Hsted  in 
Table  2. 


Tkble  2. 

Direct  effects  of  drugs  in  the  oral  cavity. 

A.  TOOTH  DISCOLORATION 
stannous  flouride 
chlorhexidine 
tetracyclines 

B.  SOFT  TISSUE  PIGMENTATION 

heavy  metals 
phenothiazines 
phenytoin 
busulphan 

C.  SOFT  TISSUE  ULCERATION 

aspirin 

phenylbutazone 
potassium  chloride 
gentian  violet 
flavoring  oils 


DIRECT  EFFECTS  IN 
THE  ORAL  CAVITY 

Tooth  discoloration 

Extrinsic  brownish  black  staining  of 
teeth  has  been  caused  by  stannous 
flouride  toothpastes  as  well  as  topical 
applications  of  stannous  gel.  (Naylor, 
Einslie,  1967)  (Vogel,  1975)  The  stain 
may  be  due  to  a  combination  of  stannous 
and  sulphides  released  by  oral  bacteria, 
producing  insoluble  stannous  sulphide. 
(Naylor  and  Einslie,  1967)  (Jackson  and 
Surcliffe,  1967)  The  use  of  a  mouthwash 
or  dentrifrice  containing  chlorhexidine 
frequently  results  in  a  brownish-grey 
discoloration  of  the  teeth.  (Erikson  and 
Gjermo,  1973)  Chlorhexidine  may  pro- 
duce this  effect  by  denaturing  pellicle 
proteins  which  favors  the  retention  of 
staining  on  tooth  surfaces.  (Hjeljard  et 
al,  1973) 

Intrinsic  discoloration  can  be  caused 
by  tetracycline  antibiotics  which  com- 
pete for  calcium  ions  m  developing  hard 
tissues  and  are  incorporated  primarily 
into  dentin.  (Moffitt  et  al,  1974)  The 
severity  of  discoloration  is  related  to 
drug  dosage,  duration  of  therapy,  stage 
of  odontogenesis,  and  the  particular 
drug  involved.  (Moffitt  et  al.,  1974) 
Staining  appears  more  often  when  the 
total  dosage  exceeds  3  grams  or  the 
duration  of  treatment  exceeds  10  d. 


(Conchie  et  al,  1970)  Of  the 
tetracycline  analogues,  tetracycline 
hydrochloride  produces  the  most  severe 
staining  while  oxytetracycline  and  dox- 
ycycline  stain  the  least.  (Moffitt  et  al, 
1974) 

Soft  tissue  pigmentation 

Pigmentation  of  the  oral  mucosa  or 
skin  can  be  caused  by  direct  deposition 
of  heavy  metals.  Bismuth,  silver,  gold, 
mercury  and  lead  can  all  cause  pigmen- 
tation but  these  reactions  are  rarely  seen 
today.  Gold  salts  are  still  used 
therapeuticaly  for  rheumatoid  arthritis. 
Long-term  systemic  administration  can 
cause  a  purple  discoloration  of  the 
gingiva  and  a  red  oral  mucosa.  (Burket, 
1977) 

Some  drugs  cause  discoloration  of  oral 
mucosa  by  stimulating  melanin  produc- 
tion. Phenothiazine  antipsychotics  such 
as  chlorpromazine  can  produce  a  bluish- 
grey  discoloration  of  the  oral  mucosa. 
(Vogel  and  Deasy,  1977)  After  taking 
phenytoin  for  1  year,  10%  of  patients 
will  develop  a  patchy  brown  pigmenta- 
tion on  areas  exposed  to  light.  (Levan- 
tine and  Almeyda,  1973)  Progestins  in 
oral  contraceptives  may  cause  increased 
melanin  pigmentation  of  the  face  and 
oral  mucosa.  (Sotaniemi  et  al.,  1968) 
Busulphan,  an  anti-cancer  drug,  can  pro- 
duce  a  widespread  brown  pigmentation 
involving  oral  mucosa  due  to  increased 
melanin  deposition.  (Desai,  1965) 

Soft  tissue  ulceration 

Iatrogenic  ulceration  of  oral  mucosa 
can  be  a  feature  of  many  types  of  drug 
reactions.  This  section  will  only  cover 
ulcerations  caused  by  contact  hypersen- 
sitivity or  local  chemical  contact. 

The  majority  of  mucosal  burns  can  be 
related  to  prolonged  oral  contact  with 
aspirin.  (Click  et  al.,  1974)  The  lesion 
usually  involves  gingi\'al  and  buccal 
mucosa  and  appears  as  a  white  patch 
which  can  be  removed  to  reveal  a  raw 
bleeding  surface.  Phenylbutazone  and 
other  related  nonsteroidal  anti- 
inflammatory agents  have  produced  oral 
ulceration  due  to  a  local  effect. 
(Almeyda  and  Baker,  1970)  Highly  con- 
centrated potassium  chloride  tablets 
cause  ulceration  of  gastrointestinal 
mucosa  on  prolonged  contact.  (McAroy, 
1974)  Gentian  violet  is  sometimes  used 
for  the  treatment  of  oral  candidiasis  but 
the  dye  itself  can  cause  superficial 
necrosis  especially  if  used  in  alcoholic 
formulations.  (Horsfeld  et  al.,  1976) 
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Contact  hypersensitivity  of  the  oral 
mucosa  is  analogous  to  allergic  contact 
dermatitis  and  usally  occurs  at  a  localiZ' 
ed  site  after  repeated  contact  with  the 
causative  agent.  (Silverman  and  Lozada, 
1977)  Agents  implicated  include  cin- 
namon, menthol,  thymol,  and  mint 
flavorings  in  chewing  gum  and  den- 
tifrices. Other  substances  associated 
with  contact  hypersensitivity  include 
toothpastes,  mouthwashes,  cosmetics, 
antibiotic  lozenges,  topical  analgesics, 
periodontal  packs,  impression  materials, 
denture  adhesives,  and  iodine.  Initially 
lesions  can  present  as  edema,  burning, 
or  erythema  at  the  contact  site  and 
vesiculation  and  ulceration  can  follow. 
(Duxbury,  1980) 

SYSTEMIC 

PHARMACOLOGIC 

EFFECTS 

Effects  of  drugs  on 
salivary  glands 

Many  drugs  affect  salivary  glands 
with  varying  severity.  Although  precise 
incidence  figures  are  not  available, 
xerostomia  is  probably  the  most  common 
drug-induced  oral  effect  seen  in  the 
elderly. 

Xerostomia 

Dryness  of  the  mouth,  or  xerostomia, 
IS  caused  by  many  drugs  and  can  be  a 
serious  problem,  especially  in  the  elderly 
patient  where  salivary  flow  may  already 
be  reduced.  Clinical  problems  associated 
with  chronic  dry  mouth  are:  reduced 
denture  retention,  increased  dental 
caries,  difficulty  masticating,  swallow- 
ing, and  talking,  traumatic  injury  to 
mucous  membranes,  and  infections  of 
the  pharynx  and  salivary  glands.  (Et- 
tinger,  1981)  The  mucosa  may  appear 
atropic,  inflamed,  fissured  or  ulcerated. 
Common  patient  complaints  include 
sore  tongue,  burning  mucosa,  or 
generalized  mouth  soreness,  all  of  which 
may  be  indicative  of  oral  candidosis.  (Et- 
tinger,  1981)  (Chisholm  et  al.,  1978) 

Drugs  which  commonly  cause 
xerostomia  are  listed  in  Table  3  by  phar- 
macologic category  and  chemical  name. 
Drug-induced  xerostomia  must  be 
managed  symptomatically  unless  the 
drug  responsible  can  be  replaced,  as  is 
often  the  case  with  antidepressants  and 
antipsychotics.  (Ettinger,  1981)  The 
relative  drying  effects  of  these  two 
groups  of  drugs  are  also  indicated  in 


Table  3.  Drugs  which  frequently  cause  xerostomia. 


1.    AntichoUner^c  Drugs 

raethantheline  bromide  (Banthine®) 
propantheline  bromide  (Probanthine*) 
dicyclomine  (Bentyl-) 
trihexyphenidyl  (Artane®) 
benztropine  mesylate  (Cogentin*) 
flavoxate  (Urispas*) 
oxybutynin  (Ditropan®) 


3.    Antidepressants' 

amitriptyline-VH  (Elavil®) 
imipramine-M  (Tofranil®) 
desipramine-L  (Norpramin®) 
trazodone-L  (Desyrel®) 


Systemic  Bronchodilators 
terbutaline  (Brethine®) 
theophylline  (Theodur®) 
aminophylline 


7.  Antineoplastics 
alkylating  agents 
antimetabolites 

8.  Diuretics 

thiazides  and  related  diuretics  (Diuril®, 
Hydrodiuril®,  Hygroton®) 
loop  diuretics  (Lasix®,  Bumex®) 
potassium  sparing  diuretics  (Midamor® 
Aldactone®,  Dyrenium®) 


2.    S^itemtc  Antihistamines' 

diphenhydramine-H  (Benadryl®) 
clemastine-H  (Tavist®) 
chlorpheniramine-M  (Chlor-Ti-imeon®) 
brompheniramine-M  (Dimetane*) 
triprolidine-M  (Actifed®) 
cyproheptadine-M  (Periactin®) 
hydroxyzine-H  (Atarax®,  Vistatil®) 
promethazine-H  (Phenergan®) 

4.    Antipsychotics' 

chlorpromazine-M  (Thorazine®) 
thioridazine-H  (Mellaril®) 
prochlorperazine-L  (Compazine®) 
trifluoperazine-L  (Stelazine®) 
thiothixene-L  (Navane®  ) 
haloperidol-L  (Haldol®) 


6.    C?\[S  Stimulants 
dextroamphetamine 
phentermine 
diethylpropion 

phenylpropanolamine  (Dexatrim®) 
pseudoephedrine  (Sudafed®) 


9.    Antihypertensives' 
reserpine-M  (Serpasil®) 
cIonidinc-H  (Catapres*) 
methyldopa-I  (Aldomet®) 
guanabenz-H  (Wytensin®) 
guanethidine-L  (Ismelin®) 
guanadrel-L  (Hylorel®) 
captopril-L  (Capoten®) 
beta  blockers-HVI  (Inderal®,  Tfenormin®, 
Lopressor®) 


'Xerstomic  potency  compared  with  other  members  of  the  category.  VH  =  very  high:  L  = 
low:  H  =  high:  U  =  unknown:  M  =  moderate.  Adapted  from:  Facts  and  Comparisons,  Boyd 
JR,  ed.  St.  Louis:  Lippincott,  1984. 


Table  3.  Unfortunately,  the  effective 
treatment  of  xerostomia  in  the  elderly  is 
difficult  and  frustrating  both  for  the  pa- 
tient and  the  dentist.  Symptomatic 
management  of  xerostomia  may  be  suc- 
cessful and  involves  the  use  of  artificial 
saliva  or  saliva  stimulants  for  soft  tissue 
relief  and  of  home-use  flouride  gel  for 
caries  prevention.  (Ettinger,  1981). 

Salivary  gland  enlargement 

A  condition  resembling  mumps  has 
been  associated  with  the  administration 
of  sulfonamides,  potassium  chloride,  in- 
sulin, isoproterenol,  methyldopa,  war- 
farin, phenylbutazone,  iodides, 
phenothiazines,  thiocyanate,  and 
thiouracil.  (Duxbury,  1980)  Many  dif- 
ferent causal  mechanisms  appear  to  be 
involved  but  reactions  subside  when  the 
offending  drug  is  discontinued.  The 
reaction  is  sometimes  accompanied  by 


signs  and  symptoms  of  acute  sialadenitis 
and  xerostomia.  (Ettinger,  1981) 

Salivary  gland  pain 

The  antihypertensive  drugs  bretylium, 
clonidine,  guanethidine,  bethanidine, 
and  methyldopa  have  been  reported  to 
cause  occasional  parotid  pain.  Although 
the  mechanism  is  unclear,  it  may  relate 
to  the  central  or  adrenergic  blocking  ac- 
tivity of  each  drug.  (Klein,  1972)  This 
activity  may  serve  to  decrease  glandular 
vasoconstriction  causing  excessive 
hyperemia. 

Taste  Sensation 

Various  drugs  can  cause  altered  taste 
sensation  (dysgeusia),  diminished  taste 
perception  (hypogeusia),  or  complete 
loss  of  taste  (ageusia).  Griseofulvin, 
phenindione,  D-penicillaimine,  metroni- 
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dazole,  gold  salts,  and  lithium  carbonate 
commonly  lead  to  these  problems. 
(Walton,  1977)  The  mechanisms  are 
uncertain,  but  the  effects  of  drugs  on 
taste  may  be  mediated  by  their  actions 
on  trace  metal  ions  such  as  nickel,  zinc, 
and  copper.  These  metals  modulate  the 
interaction  of  tastants  with  the  mem- 
brane proteins  of  the  taste  pores. 
(Henkin  et  al.,  1969)  Although  hypo- 
geusia  induced  by  peniciUaimine  often 
resolves  during  drug  therapy,  there  is 
usually  no  treatment  other  than  with' 
drawal  of  the  causal  agent.  Qaffe,  1968) 

Oral  flora 

Changes  in  the  normal  oral  flora  can 
be  a  result  of  either  direct  action  of 
drugs  in  the  oral  cavity  or  indirect 
systemic  effects  on  host  susceptibility. 
Regular  use  of  steroid  inhalers  (beta- 
methasone,  triamcinolone)  may  suppress 
local  immunological  mechanisms, 
thereby  predisposing  to  Candida 
albicans  infections.  (Lehnert,  1970)  Im- 
munosuppressve  drugs  such  as 
azathioprine  and  systemic  cor- 
ticosteroids are  used  to  decrease  or 
eliminate  the  immune  or  inflammatory 
response.  Frequently,  Candida  albicans 
and  herpes  virus  type  I  take  advantage 
of  depressed  defense  mechanisms  and 
are  difficult  to  manage. 

All  antibiotics  can  potentially  alter 
oral  flora  but  only  broad  spectrum 
agents  or  combination  therapy  frequent- 
ly cause  clinically  apparent  candidosis  in 
healthy  patients.  The  role  of  antibiotic 
therapy  in  predisposing  debilitated  pa- 
tients to  candidosis  is  often  complicated 
by  multiple  disease  states  and  concomi- 
tant medications.  (Odds,  1979) 

ORAL 

MANIFESTATIONS  OF 
SYSTEMIC  ADVERSE 
REACTION 

Drug-induced 
blood  disorders 

Drugs  can  interfere  with  blood  forma- 
tions in  many  ways  and  can  induce  con- 
ditions such  as  aplasia,  agranulocytosis, 
thrombocytopenia,  and  anemia.  These 
conditions  frequently  cause  oral  pro- 
blems and  the  dentist  is  often  the  first 
health  care  professional  to  see  the  pro- 
blem. (Weiss,  1973)  The  clinical  signs  of 
these  conditions  are  similar  to  other 
diseases  and  clinical  diagnosis  is  dif- 
ficult. Symptoms  include  unresponsive 


infections,  unexplained  hemorrhage,  oral 
petechiae,  pale  mucosa,  oral  ulceration, 
elevated  temperature,  prolonged  atrophy 
of  the  lingual  papillae,  and  soreness  of 
the  tongue,  mucosa,  or  throat.  These 
manifestations  have  been  reviewed  in 
detail  by  Horler  (1977)  and  are  listed 
with  their  causative  agents  in  Table  4. 

Oral  hemorrhage 

Drugs  which  can  cause  abnormal  oral 
bleeding  are  listed  in  Table  4. 
Nonsteroidal  anti-inflammatory  drugs 
such  as  ibuprofen  and  naproxen  sodium 
have  less  antiplatelet  activity  than 
aspirin  and  rarely  cause  excessive 
bleeding. 

Blood  Dyscrasias 

These  reactions  often  occur  after  con- 
tinuous drug  therapy  and  onset  of  oral 
ulceration  is  often  rapid.  Many  cytotox- 
ic drugs  directly  affect  bone  marrow  in  a 
dose-related  fashion.  Other  drugs  affect 
bone  marrow  unpredictably,  probably 
due  to  an  immunological  reaction.  The 
reactions  include  i)  agranulocytosis 
caused  by  phenylbutazone,  thiouracil, 
and  carbimazole;  ii)  hemolysis  due  to 
methyldopa  or  mefenamic  acid;  iii) 
thrombocytopenia  due  to  quinidine, 
thiazides,  and  penicillamine;  and  iv) 
bone  marrow  aplasia  due  to 
sulfonamides,  sulfonylureas,  car- 
bamazepine,  phenylbutazone,  and  gold 
salts. 

Anemia 

The  oral  mucosa  can  change  due  to 
hemolytic  anemia.  Drugs  which  can  in- 
duce hemolytic  anemia  are  listed  in 
Table  4. 


Drug'induced 
neurological  disorders 

Extrapyramidal  syndromes 

A  number  of  drugs  can  cause  ex- 
trapyramidal syndromes  such  as  pseudo- 
parkinsonism,  akathesia,  atonia,  acute 
dystonic  reactions,  or  tardive 
dyskinesia.  (Crane,  1968) 

The  orofacial  musculature  is  often  in- 
volved and  abnormal  lip  and  jaw  move- 
ment, tongue  protrusion,  bruxism, 
trismus,  dysphagia,  salivation,  and 
dislocation  of  the  mandibular  condyle 
may  occur.  (Walton,  1977)  Pseudo- 
parkinsonism  usually  resolves  upon  drug 
withdrawal  as  does  acute  dystonia  of 
the  head  and  neck.  However,  tardive 
dyskinesia  is  a  permanent  side-effect  of 
long-term  drug  therapy  and  does  not 
resolve  upon  withdrawal  of  the  drug. 
The  most  common  movements  seen 
with  tardive  dyskinesia  are  tongue  pro- 
trusion, licking  and  smacking  of  the  lips, 
sucking  and  chewing  movements,  and 
grimacing.  (Kamen,  1975)  (Lauciello  et 
al.,  1977)  The  drugs  most  often  im- 
plicated include  phenothiazine,  thioxan- 
thine,  and  butyrophenone  antip- 
sychotics and  levodopa.  Some  common 
chemical  names  for  these  drugs  are  listed 
in  Table  4. 

Peripheral  T^europathies 

Drugs  reported  to  cause  numbness, 
tingling,  or  burning  of  the  face  or  mouth 
include  streptomycin,  isoniazid,  nalidixic 
acid,  nitrofurantoin,  phenytoin,  pro- 
pranolol, tolbutamide,  chlorpropamide, 
methysergide,  and  ergotamine.  (Walton, 
1977) 


Tible  4.  Oral  manifestations  of  systemic  adverse  reactions. 

A. 

Drug-Induced  Blood  Disorders 

Oral  Hemorrhage 

broad  spectrum  antibiotics 

warfarin  sodium  (Coumadin®) 

high-dose  aspirin 

Agranulocytosis/Thrombocytopenia/Aplasia 

phenylbutazone                    quinidine 

sulfonamides  (Gantanol*,  Gantrisin*) 

thiouracil                               thiazides 

sulfonylureas  (Orinasc'^,  Tolinase^) 

gold  salts                                 penicillamine 

carbamazepine  (Tegretol*) 

Aneynia 

sulfonamides 

penicillin 

nitrofurantoin  (Macrodantin*) 

methyldopa  (Aldomet*) 

chloroquine 

levodopa  (Sinemet*) 

B. 

Drug-induced  T^eurological  disorders 
Extrapyramidal  Syndromes 
haloperidol  (Haldol*) 
trifluoperazine  (Stelazine®) 
perphenazine  (Trilafon®) 
levodopa  (I^Dopa^,  Sinemet®) 

1 

23 


N     C     D     R     *      Winter  1987 


IDIOSYNCRATIC 
DRUG  ERUPTIONS 

Lichenoid  eruptions 

Drug-induced  lichenoid  lesions  can  be 
indistinguishable  from  lichen  planus 
both  clinically  and  histologically.  (Hay, 
Reade,  1978)  Oral  manifestations  in- 
clude white  stnations,  plaques, 
erythematous  patches,  erosions,  or 
ulcerations.  The  drug-induced  lesions 
resolve  upon  drug  discontinuance 
wheras  true  lichen  planus  may  last  for 
20  or  more  years.  (Walton,  1977)  The 
drugs  associated  with  lichenoid  reac- 
tions are  listed  in  Table  5. 

Fixed  drug  eruptions 

This  type  of  eruption  characteristical- 
ly recurs  at  the  same  site  and  orally 
manifests  as  ulcerations,  bullae,  erythe- 
matous patches,  or  superficial  erosions 
simulating  herpetic  lesions.  (Kennett, 
1968)  This  eruption  is  considered  to  be 
the  result  of  a  cell-mediated  hypersen- 
sitivity response.  (Walton,  1977)  Drugs 
commonly  implicated  appear  in  Table  5. 

Erythema  multiforme 

A  great  variety  of  causative  factors 
have  been  identified,  but  about  40-80% 
of  erythema  multiforme  cases  have  been 
associated  with  the  administration  of 
drugs.  (Bottiger  et  al.,  1975)  The  oral 
mucosa  is  often  extensively  involved  and 
reddened  patches  may  pass  rapidly 
through  a  bullous  phase  to  form  an  ero- 
sion. Patients  often  present  with  blood- 
encrusted  labial  erosions.  The  disease  is 
self-limiting  with  healing  3-4  weeks  after 
drug  withdrawal;  however,  recurrences 
may  be  triggered  by  further  exposure  to 
the  cause.  The  drugs  most  frequently  in- 
volved are  listed  in  Table  5.  (Bottiger  et 
al.,  1975) 

Disseminated  lupus 
erytematosus 

Drug-induced  lupus  manifests  as  a 
cutaneous  rash,  pulmonary,  cardiac, 
muscle,  and  abdominal  symptoms,  along 
with  fever,  weight  loss  and  lym- 
phadenopathy.  The  oral  mucosa  is  in- 
volvd  in  25%  of  cases  and  lesions  appear 
as  erythematous  patches  on  the  gingivae 
which  break  down  to  form  painful 
ulcers.  (Walton,  1977)  Most  drug- 
induced  cases  resolve  upon  removal  of 
the  causal  agents.  The  drugs  most  com- 
monly implicated  appear  in  Table  5. 


"Bible  5.  Idiosyncratic  drug  eruptions.                                                                                                             | 

A.     Lichenoid  Eruptions 

methyldopa  (Aldomet-) 

chlorothiazide  (Diuril- ) 

chloroquine 

furosemide  (Lasix^-) 

chlorpropamide  (Diabenese®) 

phenothiazines 

tolbutamide  (Orinase*) 

quinidine 

tetracyclines 

triprolidine 

gold  salts 

B.       Fixed  Drug  Eruptions 

barbiturates  (Amytal-,  Seconal*) 

chlordiazepoxide  (Librium-) 

sulfonamides  (Gantanol*,  Gantrisin®) 

tetracyclines 

C.      Erythema  Multiforme 

sulfonamides  (Gantanol*,  Gantrisin®) 

penicillins 

anticonvulsants  (Dilantin*) 

chlorpropamide  (Diabenese*) 

carbamazepine  (Tegretol*) 

D.       Disseminated  Lupus  Er>'thematosus 

procamamide  (Pronestyl*) 

methyldopa  (Aldomet*) 

hydralazine  (Apresoline*) 

primidone  (Mysoline*) 

phenytoin  (Dilantin*) 

thiouracil 

isoniazid  (INH) 

1 

DRUG  EFFECTS  ON 
THE  PERIDONTIUM 

Gingival  overgrowth  is  a  well- 
recognized  side-effect  of  phenytoin. 
(Angelopoulos,  1975)  The  incidence  ap- 
pears to  be  about  40%  although  plaque 
control  plays  a  crucial  role  in  the  treat- 
ment and  prevention  of  the  overgrowth. 
The  onset  and  severity  of  the  problem 
appear  to  be  unrelated  to  drug  dosage 
and  there  is  some  evidence  to  suggest 
that  the  severity  of  the  symptoms 
decreases  with  increasing  age. 
(Angelopoulos,  1975) 

DIGANOSIS  OF  DRUG- 
INDUCED  DISEASE 

When  the  onset  of  oral  side-effects  is 
dramatic  and  occurs  shortly  after  a  drug 
has  been  administered,  diagnosis  is 
relatively  easy.  Difficulties  arise  because 
adverse  drug  reactions  may  be  delayed 
or  may  continue  after  drug  administra- 
tion has  ceased.  These  problems  are 
compounded  in  an  elderly  patient  who  is 
taking  a  number  of  drugs  with  potential- 
ly adverse  oral  effects  and  serial  drug 
elimination  may  be  necessary  to 
establish  the  inducing  agent. 

CONCLUSIONS 

Dentists  should  be  aware  that  a 
number  of  oral  mucuous  membrane  and 
hard  tissue  lesions  can  be  caused  by 
drugs,  and  that  the  incidence  of  these 
problems  is  increasing  in  elderly  persons 
due  to  large  numbers  of  drugs  prescribed 
for  these  patients.  Almost  all  drug- 


induced  lesions  closely  resemble  natural- 
ly occurring  diseases  making  differential 
diagnosis  more  difficult.  Therefore,  the 
successful  diagnosis  and  management  of 
drug-induced  diseases  of  the  oral  cavity 
IS  largely  dependent  on  keen  clinical 
observation  and  an  accurate  history. 
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Dr.  Jeff  Whitehead  of  Enfield,  North  Carolina,  was  so  pleased  with 
our  service,  he  has  become  a  full  partner  in  the  business. 


^My  patients,  my  staff  and  I 
were  so  impressed  witli  the 
service  we  received,  I  wanted 
to  become  a  part  of  ttie  orga- 
nization. Believe  me,  it's  a 
great  resource  for  the  general 
practitioner  especially  if  you 
practice  alone. ' 


Jefl  Whitehead.  DOS 


Not  everyone  can  beconne  a  partner,  but  you  can  take 
advantage  of  our  excellent  coverage  for: 

•  Vacations 

•  Continuing  Education 

•  Illness 

•  Disability 

For  your  convenience,  we  now  have 
NEW,  TOLL  FREE  NUMBERS: 

In  North  Carolina  (800)  433-2603  ■  In  the  U.S.  (800)  222-5221 

Forest  Iroins  &  Associates 

658  B  Old  Lystra  Road 

Chapel  Hill,  north  Carolina  27514 

Teifiporar)'  proressional  coverage  for  dental  practices 
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Prospectus  on  Elderly  Pbpulation 
in  North  Carolina 


James  S.  Whaley^ 

'MrWhaley  us  on  the  staff  of  the  Rational 
Association  of  Station  Units  on  Aging  located 
in  Washington,  DC.  Prior  to  this  position,  he 
was  associated  with  the  TvJ.C.  Division  on 
Aging. 

INTRODUCTION 

One  of  the  challenges  confronting  both 
the  health  care  system  and  the  social  ser- 
vices system  is  meeting  the  needs  of  a 
growing  older  adult  population.  This 
growth  IS  occurring  during  a  time  of  little 
or  no  expansion  in  public  funds  to  assist 
in  the  provision  of  needed  health  and 
social  services. 

Both  nationally  and  in  North  Carolina, 
the  fastest  growmg  segment  of  the 
population  is  the  older  adult  population. 
The  North  Carolina  Office  of  State 
Budget  projects  the  state's  total  popula- 
tion will  increase  by  1,123,602  persons 
(19  percent)  between  1980  and  the  year 
2000.  Durmg  this  same  time  period,  it  is 
projected  that  the  age  65  and  older 
population  will  increase  by  335,201  per- 
sons (56  percent),  the  75  and  older 
population  by  210,548  persons  (98  per- 
cent), and  the  85  and  older  population  by 
57,647  persons  (128  percent).  In  1900 
the  age  85  and  older  population  in  the 
Umted  States  represented  4  percent  of 
the  older  adult  population  and  0.2  per- 
cent of  the  total  population.  By  1980  the 
age  85  and  older  group  represented  10 
percent  of  the  older  adult  population  and 
1.0  percent  of  the  total  population.  The 
projections  for  the  year  2050  are  that  the 
age  85  and  older  population  will  repre- 
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NC  Popular 
Retirement  Area 

A  part  of  this  increase  of  the  older 
adult  population  is  due  to  older  adults 
migrating  to  North  Carolina  from  other 
states.  North  Carolina  has  become  a 
popular  retirement  area.  The  number  of 
persons  over  age  60  moving  to  North 
Carolina  has  quadrupled  during  the  last 
20  years.  In  I960,  North  Carolina  ranked 
27th  in  the  nation  m  the  number  of  in- 
migrants  over  age  60.  In  1980,  North 
Carolina  was  ranked  7th.  During  the 
period  1975-80,  2.37  percent  of  all  per- 
sons over  age  60  who  moved  from  one 
state  to  another  moved  to  North 
Carolina.  In  1980  38,396  persons  or  4.59 
percent  of  all  persons  over  age  60  in 
North  Carolina  had  moved  to  North 
Carolina  between  1975  and  1980. 

Health  Care 
Improvements  is  Present 

Most  of  the  increase  of  the  number  of 
older  adults  is  due  to  improvements  in 
the  health  care  delivery  system.  The 
reduction  of  the  death  rate  for  childhood 
diseases  is  particularly  important  as  well 
as  the  reduction  of  the  death  rate  of 
mothers  during  childbirth.  Life  expec- 
tancy at  birth  has  increased  between 
1930  and  1980  from  approximately  48 


years  to  approximately  65  years  for  black 
males,  from  49  to  74  years  for  black 
females,  from  60  to  71  years  for  white 
males,  and  from  64  to  78  years  for  white 
females. 

Life  Expectancy  Changes 

One  of  the  interesting  changes  in  life 
expectancy  has  been  the  narrowing  of 
the  gap  between  white  females  and 
black  females.  The  gap  has  also  narrow- 
ed between  white  males  and  black 
males.  While  the  gap  between  racial 
groups  has  narrowed,  the  gap  between 
white  males  and  white  females  as  well 
as  the  gap  between  black  males  and 
black  females  has  widened.  Some  re- 
searchers are  now  predicting  that  any 
significant  increase  in  life  expectancy 
will  be  a  result  of  increasing  the  survival 
rate  of  diseases  primarily  affecting  men. 

Life  expectancy  has  important  conse- 
quences for  both  the  health  care  and 
social  services  systems.  Most  older  men, 
including  those  among  the  "old-old,"  live 
with  their  wives.  Older  women  are  more 
likely  to  be  widows,  particularly  those 
women  among  the  "old-old."  Men  are, 
therefore,  more  likely  to  have  support 
within  the  home  to  meet  their  activities 
of  daily  living  needs  than  women. 
Women  are  more  likely  to  need  support 
from  outside  the  home  to  meet  their  ac- 
tivities of  daily  living  needs.  This  help 
may  range  from  transportation 
assistance  to  in-home  health  and  social 
services  to  domiciliary  or  nursing  home 
care. 
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Aging  Overvie'w 

Often  times  when  we  think  of  older 
adults,  the  picture  we  have  in  our  mind's 
eye  is  of  a  poor  person  in  a  nursing 
home.  This  is  not  an  accurate  picture. 
Less  than  5  percent  of  all  older  adults 
reside  in  an  institution.  Of  the  remaining 
95  percent  only  about  4  percent  can  be 
classified  as  being  severely  impaired. 

Elderly  Income  Levels 

While  in  North  Carolina,  the  in- 
cidence of  poverty  is  greater  in  the  older 
adult  population  than  in  the  general 
population,  not  all  older  people  are  poor. 
In  1979  in  North  Carolina,  143,557  or 
23.8  percent  of  the  persons  over  age  65 
had  incomes  below  the  poverty  level. 
This  compares  with  13.8  percent  of 
those  persons  under  age  55,  11.7  per- 
cent of  the  persons  between  ages  55  and 
59,  and  15.2  percent  of  the  persons  be- 
tween the  ages  of  60  and  64.  When  we 
look  at  the  national  data  for  1982,  15 
percent  of  all  older  adults  had  incomes 
below  the  poverty  level;  as  did  18  per- 
cent of  all  older  women,  28  percent  of 
older  adults  living  alone,  42  percent  of 
older  blacks,  and  66  percent  of  older 
black  women  living  alone. 

The  median  income  in  North  Carolina 
for  males  over  age  65  was  $5,095.00  in 
1979,  and  the  mean  was  $8,364.00.  The 
median  income  for  females  over  age  65 
was  $3,099.00;  the  mean  being 
$4,766.00.  Of  the  males  over  age  65 
with  income  m  1979,  27,128  or  11.8  per- 
cent had  incomes  over  $15,000.00  as  did 
12,983  (3.8  percent)  of  the  females. 

Family  Structure 
Caused  Changes 

Another  factor  impacting  upon  the 
service  needs  of  older  adults  is  the 
change  in  the  family  structure.  In  past 
generations  the  working-wife  was  the 
exception.  Families  were  not  as  mobile. 
Wives  were  often  the  care  givers  for 
elderly  family  members  who  lived  in  the 
home  or  at  least  nearby.  The  wife  is  no 
longer  available  in  many  instances  to 
serve  as  care  giver  without  a  severe 
financial  sacrifice  for  the  family.  With 
transient  families,  children  and  grand- 
children may  not  be  nearby  to  provide 
assistance  when  needed.  The  increasing 
number  of  single-parent  families  also  im- 
pacts upon  the  ability  of  the  family  to 
provide  care  and  support  of  its  elderly 
members.  Traditionally,  the  majority  (73 
percent)  of  the  long-term  care  services 


needed  by  an  older  adult  has  been  pro- 
vided by  families  and  friends.  The  health 
status  of  the  older  adult  is  not  the  main 
factor  leading  to  placement  in  a  domicili- 
ary or  nursing  home.  Placement  is  more 
likely  due  to  the  absence  of  family,  ex- 
haustion of  personal  and /or  family 
resources,  or  the  over-accumulation  of 
burden  on  existing  family  members. 

Health  Care  System  and 
Social  Services  System 

As  the  1990s  approach,  it  is  important 
that  we  see  the  interrelationships  be- 
tween the  health  care  system  and  the 
social  services  system.  Some  believe  that 
the  distinctions  between  these  two 
systems  are  gradually  becoming  less 
distinct  and  will  eventually  disappear. 

One  factor  contributing  to  the  blurr- 
ing of  the  distinctions  between  the 
health  care  and  social  services  system 
has  been  the  change  in  the  Medicare 
reimbursement  system  and  other  efforts 
to  slow  the  growth  of  health  care  costs. 
These  changes  have  had  the  result  of  en- 
couraging health  care  providers  to  look 
to  new  areas  to  use  their  existing  capaci- 
ty for  care  and  to  generate  new  sources 
of  revenue.  Hospitals  and  nursing  homes 
are  increasingly  providing  in-home  ser- 
vices such  as  homemaker-home  health 
aide  and  home  delivered  meals.  Physi- 
cians are  increasingly  seeing  the  need  to 
be  knowledgeable  about  community 
social  services  and  the  need  to  develop 
patient  care  plans  which  incorporate 
both  medical  and  social  services.  One  of 
the  issues  which  may  confront  the 
system  in  the  future  may  well  be  by 
whom  the  social  worker  and  case 
manager  will  be  employed -by  a  public 
sector  agency  or  by  a  physician  in 
private  practice. 

Workforce  is  also 

an  important  influence 

Another  factor  which  will  influence 
the  provision  of  services  to  older  adults 
will  be  changes  in  the  workforce  and  the 
change  in  the  number  of  workers  to 
retirees.  These  changes  have  the  poten- 
tial of  creating  funding  problems  for  the 
Social  Security  system.  The  Social 
Security  Administration  predicts  that 
the  ratio  of  taxpayers  to  beneficiaries 
will  have  dropped  from  3.2  in  the  early 
1980s  to  2.2  by  2025.  In  order  to  main- 
tain the  current  level  of  Social  Security 
benefits,  the  Social  Security  Administra- 
tion projects  the  payroll  taxes  may  have 


to  increase  from  the  current  14  percent 
rate  to  23  percent  or  more  by  the  year 
2050. 

SUMMARY 

Future  Questions 
to  be  answered 

In  the  future  there  will  be  more  older 
adults  than  there  are  now.  Older  adults 
will  make  up  a  greater  proportion  of  the 
population,  and  the  "old-old"  will  be  a 
greater  proportion  of  the  older  adult 
population.  You  and  I  will  be  the  older 
adults  of  the  future.  What  our  lives  will 
be  like  will  depend  on  how  we  as  a  state 
and  as  a  nation  decide  to  resolve  these 
issues: 

•  What  is  the  appropriate  mix  of 
sources  for  funding  long-term  care? 

•  What  is  the  appropriate  mix  of  set' 
vices  and  by  whom  should  the  services 
by  provided? 

•  How  can  existing  services  be  better 
coordinated  for  increased  effectiveness 
and  efficiency? 

•  How  can  family  and  friends  best  be 
supported  and  have  their  ability  to  pro- 
vide services  to  older  adults  enhanced? 

•  What  changes  will  occur  in  the 
types  of  health  care  services  needed  by 
older  adults? 

•  What  can  be  done  to  effectively  pro- 
mote maintaining  good  health  and 
preventing  disability  and  illness?  How 
can  persons  be  motn^ated  to  maintain  a 
healthy  lifestyle  throughout  their  lives? 

•  What  are  the  appropriate  roles  for 
the  public  and  private  sectors  in  financ- 
ing, dehvenng,  and  regulating  health 
care? 

•  Can  and  should  the  health  care 
costs  of  older  adults  be  dealt  with 
separately  from  the  costs  for  the  popula- 
tion as  a  whole?  Can  rationing  of  health 
care  be  avoided? 

•  How  should  health  care  research 
related  to  the  elderly  be  balanced  with 
regard  to  improving  life  expectancy  and 
improving  the  quality  of  health? 

•  To  what  extent  should  government 
insure  against  catastrophic  illness? 
Should  It  be  different  for  older  adults 
than  for  the  population  as  a  whole? 

•  How  will  the  public  define  "a 
reasonable  standard  of  living"  for 
retirees? 


Continued  on  page  29 
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Dental  Care  for  the  Aged  —  The  North 
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What  do  you  get  when  you  ask  forty 
health  care  professionals  to  divide  into 
seven  subcommittees  and  develop  dental 
geriatric  programs  for  this  state?  A 
whole  new  way  of  doing  things. 

That  IS  what  happened  with  the 
North  Carolina  Dental  Society  (NCOS) 
Committee  on  Aging -a  group  that  has 
a  short  and  energetic  history.  It  all 
started  when  the  N.C.  Committee  for 
Dental  Health  (an  advisory  group  for 
the  Dental  Section,  N.C.  Department  of 
Human  Resources)  introduced  a  resolu- 
tion in  the  1983  NCDS  House  of 
Delegates  calling  for  the  formation  of  a 
task  force  to  study  dental  geriatric 
issues.  The  resolution  was  adopted  and 
NCDS  President  Dr.  Robert  Wilkinson 
appointed  a  group  (note  separate  listing) 
which  developed  a  plan  of  action  ap- 
proved by  the  1985  House  of  Delegates. 
Since  then,  this  whole  process  has 
received  the  unqualified  support  of 
NCDS  1984-85  President  Dr.  Robert 
Sugg  and  1985-86  President  Dr.  Norman 
Grantham. 

The  report  called  for  the  formation  of 
a  permanent  NCDS  Committee  on  Ag- 
ing which  would  address  the  following 
short-  and  long-range  problems. 

Short  Term 

Denture  Labeling  Promotion 

Portable  Care  Delivery  for  Institutional 

and  Homebound  Care 
Nursing/Rest  Home  and  Home  Health 

Programs 
Senior  Adult  Center  Programs 

Long  Range 

Financing  Care 

Professional  and  Consumer  Education 

Research  Stimulation 

The  resulting  Committee  on  Aging 
(note  separate  listing)  asked  forty  health 
care  related  professionals -not  just 
dentists -to  initiate  programs  in  the 


above  seven  areas.  These  people  conven- 
ed in  August  1985  and  have  since  been 
working  independently  as  subcommit- 
tees to  carry  out  goals.  Their  activities 
along  with  the  subcommittee  chairper- 
sons are  listed  below: 


EDUCATION 

Ann  Powell,  R.D.H.,  M.Ed 
Director  of  Educational  Services 
Bowman  Gray  School  of  Medicine 
(919)  748-2167 

The  education  group  is  developing  a 
series  of  AHEC/NCDS  sponsored 
seminars  to  help  practitioners  better 
treat  the  geriatric  patient.  They  are  stu- 
dying current  curricula  in  dental  and 
hygiene  schools -seeing  that  the  needs 
of  the  current  practitioner  are  incor- 
porated into  these  training  programs. 

A  December  12th  seminar  arranged 
by  Dr.  Steve  Mackler  and  Ann  Powell 
featured  Dr.  Saul  Kamen,  Dr.  Marvin 
Block,  and  Dr.  Betty  King  Sutton 
discussing  "Future  Trends  in  Dental 
Practice:  Delivering  Care  to  the  Aging 
Population." 


NURSING  HOMES 

Jim  Parker,  D.D.S. 
Private  Practice,  Benson 
(919)  894-8114 

This  subcommittee  is  working  with 
nursing  home  administrators,  dental 
consultants,  and  the  N.C.  Nursing 
Home  Licensing  Board  to  improve  den- 
tistry's involvement  in  these  facilities. 
Pilot  projects  and  training  programs 
around  the  state  will  show  dentists  and 
hygienists  how  to  work  as  a  team- 
providing  care  and  education  services. 


SENIOR  CITIZEN 
CENTER 

JeanSpratt,  D.D.S.,M.PH. 
South  Central  Regional  Supervisor 
Dental  Section 
(919)486-1191 


Senior  Citizen  Centers  are  a  vital  link 
to  working  with  the  elderly  in  each  of 
our  communities.  This  subcommittee  is 
working  with  local  Councils  on  Aging  to 
establish  a  dental  consultant  position 
which  will  be  responsible  for  regular  in- 
center  screening/referral  programs  and 
education  activities.  A  recent  Charlotte 
pilot  project  was  a  success  and  is  now 
ready  to  be  tried  m  other  parts  of  the 
state. 

DENTURE  LABELING 

Matt  Wood,  D.D.S.,  M.S.,  Chairman 

Department  of  Removable 

Prosthodontics 

UNC  School  of  Dentistry 

(919)966-2754 

This  group  has  received  a  substantial 
discount  on  two  denture  labeling  kits 
which  will  soon  be  available  for  pur- 
chase by  dentists  and  nursing  homes. 
Local  dentists  will  be  encouraged  to 
label  all  existing  and  future  appliances  of 
their  patients  and  be  given  education 
materials  to  promote  this  effort  in  their 
community. 

FINANCING 

Betty  King  Sutton,  D.D.S.,  M.RH. 
Director,  N.C.  Dental  Medicaid 
(919)  733-2833 

The  Financing  Subcommittee  is  study- 
ing short-  and  long-term  programs  to 
make  dental  care  more  affordable  to  all 
elderly.  Loosening  up  Medicaid  dental 
criteria  and  increasing  third  party 
utilization  of  services  are  just  a  few  of 
the  options  being  pursued. 

PORTABLE  CARE 

Cleve  Dunn,  D.D.S. 
Private  Practice,  Asheboro 
(919)629-1130 

More  than  ever,  dentists  are  exploring 
alternative  ways  to  deliver  care.  The 
Portable  Care  Subcommittee  is  identify- 
ing dentists  interested  in  providing  such 
services  as  home  and  institutional  care 
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and  showing  them  how  to  use  the  most 
recent  technology  m  these  efforts. 
Courses  and  materials  will  be  designed 
to  make  out-of-office  dental  care  easy 
and  economical. 

RESEARCH 

GaryRozier,  D.D.S.,M.P.H. 

Dept.  of  Health  Policy  and 

Administration 

UNC  School  of  Public  Health 

(919)  966-2245 

In  the  next  few  years  we  must  learn  a 
great  deal  about  the  dental  needs  of  the 
young  elderly  and  old  elderly.  Planning 
of  basic  surveys  of  dental  needs,  existing 
dental  conditions,  and  elderly  attitudes 
towards  treatment  are  already  under- 
way  by  this  subcommittee.  Information 
supplied  will  help  the  practitioner  pro- 
vide better  care  now  and  help  dentistry 
plan  how  to  better  serve  this  population 
in  the  future. 

These  activities  involve  numerous 
health  care  professionals  working  at 
both  a  state-wide  and  grassroots  level. 
Many  of  the  individual  ideas  have  been 
successful  in  other  states;  however,  only 
North  Carolina  is  working  to  develop  a 
comprehensive  program.  This  is  being 
done  by  one  of  North  Carolina's 
strongest  resources -networking.  This 
networking  concept  is  now  establishing 
working  relationships  among  the  follow- 
ing organisations: 

NCOS 

North  Carolina  Health  Care  Facilities 
North  Carolina  AHEC 
Association  of  Non-Profit  Homes  for 

the  Aged 
UNC  Schools  of  Dentistry  and  Public 

Health 
North  Carolina  Association  on  Aging 
Bowman  Gray  School  of  Medicine, 

Department  of  Dentistry 
Dental  Section 
North  Carolina  Dental  Laboratory 

Association 
North  Carolina  Department  of  Human 

Resources 
North  Carolina  Association  for  Home 

Care 
North  Carolina  Division  of  Aging 
American  Association  of  Retired 

Persons 
North  Carolina  Medicaid  Section 

Combining  the  efforts  of  the  previous- 
ly mentioned  partners  is  making  these 
projects  a  reality.  The  NCDS  leadership 


and  its  members  have  put  in  place  the 
mechanism  to  make  the  quality  of  life  for 
our  elderly  citizens  far  better. 


Task  Force  Members 

William  Milner,  D.D.S.,  M.PH., 

Chairman 
Randolph  County  Public  Health  Dentist 
Marvin  Block,  D.D.S.,  M.PH., 

Associate  Professor 

UNC  School  of  Dentistry 
Becky  Bowden,  M.PH.,  Health 

Educator 
Department  of  Human  Resources 
Susan  Caudell,  R.D.H.,  Private 

Hygienist 
Ron  Davis,  Ph.D.,  Chief,  Program  Ser- 
vices Section 
Division  of  Aging 

Paul  Doody,  Assistant  State  Director 
American  Association  of  Retired 

Persons 
Cleve  Dunn,  D.D.S.,  General  Dentistry 
John  Hansel,  D.M.D.,  M.S.,  F.A.C.P, 

Prosthodontist 
Steve  Mackler,D.D.S.,  PA., 

Periodontist 
Leah  McKissick,  D.D.S.,  M.PH.,  Dental 

Director 

Wake  County  Health  Department 
Gary  Rozier,  D.D.S.,  M.PH.,  Associate 
Professor 

UNC  School  of  Public  Health 
Betty  King  Sutton,  D.M.D.,  M.PH., 
F.A.E.D.,  Dental  Director 

North  Carolina  Medicaid  Program 
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•  Can  workers  be  expected  to  assume 
greater  responsibility  for  their  own 
retirement  support? 

•  What  proportion  of  retirement  in- 
come should  come  from  savings,  in- 
vestments, private  pensions,  and  Social 
Security? 
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UNC  Receives 

A  Geriatric  Education  Center  Grant 


The  UNC'CH  Geriatric  Education 
Center  (GEC),  established  by  a  three- 
year  $922,397  grant  from  the  U.S. 
Department  of  Health  and  Human  Ser- 
vices  Bureau  of  Health  Professions,  is 
bringing  dentists,  physicians,  nurses, 
pharmacists,  health  policy  specialists, 
nursing  home  administrators,  and  social 
workers  together  for  training  through 
courses,  seminars,  institutes,  and 
fellowships.  The  Center,  headed  by  Dr. 
William  G.  Weissert,  Director  of  the 
UNC'CH  School  of  PubUc  Health's  Pro- 
gram on  Aging,  and  Dr.  Robert  H.  Flet- 
cher of  the  UNC  School  of  Medicine,  is 
one  of  the  largest  of  20  such  programs 
throughout  the  country.  It  is  expected  to 
educate  approximately  246  faculty,  pro- 
fessionals, and  students  toward  a  goal  of 
increasmg  the  number  of  health  profes- 
sionals and  teachmg  faculty  well  trained 
in  geriatric  health  and  medical  care.  The 
Center's  faculty  are  being  drawn  from 
the  UNC  Schools  of  Medicine,  Nursmg, 
Dentistry,  Pharmacy,  Social  Work,  and 
Public  Health,  as  well  as  from  Duke 
University's  Center  for  the  Study  of 
Aging  and  Human  Development,  the 
Veterans'  Administration  Geriatric 
Research  and  Climcal  Center,  and  North 
CaroUna  Central  University,  Department 
of  Public  Administration.  Visiting 
scholars  and  specialists  from  around  the 
country  will  also  instruct. 

Activities  sponsored  by  the  GEC  will 
feature  a  core  course  in  Geriatric  Health 
and  Medical  Care  offered  each  spring,  a 
three-week  summer  institute,  several 
short  courses,  and  resident  and  non- 
resident fellowships  ranging  from  a  few 
days  to  one  year.  The  3-credit  spring 
semester  course  will  present  a  com- 
prehensive survey  of  diseases  affecting 
the  elderly,  mcludmg  their  definition, 
prevalence,  treatment,  and  course,  as 
well  as  a  review  of  major  public  policies 
and  practices  affecting  geriatric  health 
and  medical  care. 

Course  topics  include  demography 
and  dependency  of  the  aged,  biological 
aging,  geriatric  assessment,  respiratory 
disorders,  genitourinary  disorders  and 
incontinence,  skin  care,  musculoskeletal 
disease  in  the  elderly,  falls  in  the  elderly, 
clinical  evaluation  of  mental  dysfunc- 
tion, depression,  dental  health  of  the 
aged,  pharmacology  and  the  aged,  hos- 


pitals, nursing  homes  and  the  aged, 
home  and  community  care,  case  manage- 
ment, care  giver  burden,  helping  family 
caregivers,  minority  issues,  ethical  deci- 
sions at  the  end  of  life,  and  health  pro- 
motion/disease prevention. 

The  course  is  open  to  graduate 
students  and  faculty  in  the  health 
sciences  and  other  allied  health  profes- 
sions as  well  as  practicing  professionals 
from  all  health  disciplines  and  social 
work.  Two  full-time  faculty  members  in 
the  School  of  Dentistry  took  the  multi- 
disciplinary  course  this  past  Spring. 

In  addition  to  the  core  course  which 
will  be  repeated  in  the  Spring  of  1987,  a 
three-week  summer  institute  is  being  of- 
fered stressing  didactic  and  clinical 
experience  in  geriatric  health  care,  medi- 
cine, and  health  policy  issues.  The  insti- 
tute will  be  open  to  physicians  from  any- 
where in  the  country  who  have  full-time 
faculty  positions  in  a  family  practice  and 
are  members  of  the  Society  for  Teachers 
of  Family  Medicine,  as  well  as  internal 
medicine  residency  training  participants 
at  an  in-state  school  other  than  UNC. 
At  least  six  physicians  will  be  trained 
each  year,  three  of  whom  also  will  be 
part-time  fellows  for  nine  months. 

Further  geriatric  study  is  provided  by 
individual  UNC  Schools  where  each 
concentrating  on  their  particular  clinical 
specialty.  The  UNC  School  of  Dentistry 


will  be  sponsoring  two  one-day  continu- 
ing education  courses  presenting 
medical  and  social  aspects  of  geriatric 
dental  treatment.  These  courses  will  be 
presented  through  the  North  Carolina 
Area  Health  Education  Centers  to  prac- 
ticing dentists  and  dental  auxiliaries  dur- 
ing the  first  year  of  the  project.  Up  to  20 
dental  practitioners  are  expected  to 
enroll.  The  first  course  was  held  March 
1986;  the  second  will  be  scheduled  Oc- 
tober 1986. 

In  support  of  the  activities  of  the 
School  of  Pubhc  Health  on  Aging,  an 
up-to-date  library  of  more  than  600  ar- 
ticles and  several  dozen  books  on  health 
care  of  the  aged  has  been  assembled.  For 
the  UNC-CH  GEC,  this  library  will  be 
expanded  to  include  articles  and  select- 
ed books  on  geriatric  nursing,  geriatric 
pharmacy,  geriatric  dentistry,  and  arti- 
cles related  to  teaching  health  profes- 
sionals about  geriatric  care.  This  ex- 
panded collection  of  relevant  material 
will  form  the  basis  of  an  Information 
Clearinghouse  and  Resource  Center,  the 
first  of  Its  kind  in  North  Carolina.  These 
materials  will  be  made  available  to  GEC 
faculty,  to  faculty-trainees,  and  to 
faculty-trainee  alumni  so  that  as  new 
material  becomes  available,  it  will  be  ac- 
cessible to  health  professions  in  North 
Carolina. 


Need  a 


HYGIEINIST??? 

Let  us  solve  your  most  difficult  staffing  problem. 

Temporary  and  permanent  hygienists  are  available  to  meet  your  needs  for: 


■  MATERNITY  LEAVE 
'  ILLNESSES 
'  REPLACEMENT 


■  REGULAR  VACATIONS 

■  CLEARING  RECALL  BACKLOG 

•  ADDITIONAL  PART-TIME  STAFF 


Avoid  the  expensive,  haphazard,  and  frustrating  process  of  advertising  and 
interviewing.  The  answer  to  your  problems  is  just  a  phone  call  away 

For  more  information,  call  1-800-433-2603  in  NC 

Forest  Irons  &  Associates 

658  Old  Lystra  Road  •  Chapel  Hill,  M.C.  27514 
Temporary  Professional  Coverage  Tor  Dental  Practices 
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Continuing  Dental  Education 

CALENDAR 

The  University  of  North  Carolina  School  of  Dentistry 

Date,  Title,  Lecturer,  Cost,  Credit,  Synopsis 


MARCH 

March  20, 1987 
Essential  Clinical  Techniques  for 
Treating  Periodontal  Disease  — 
Scaling  and  Root  Planing,*  Sponsored 
by  the  Department  of  Periodontics, 
Faculty:  Dr.  Lenjewson  and  Dr.  John 
Moriarty,  Cost:  Dentists  $125,  Credit: 
7  hours,  Synopsis:  Research  and  clinical 
experience  have  shown  that  proper  root 
preparation  utilizing  curettes  to  debride 
the  roots  of  periodontally  involved  teeth 
promotes  healing.  These  basic  pro' 
cedures  include  scaling  and  root  planing 
which  eliminate  bacterial  plaque, 
calculus  deposits  as  well  as  toxic  waste 
products  of  bacteria  on  the  root  surface. 
Bacterial  products  cause  continued 
periodontal  inflammation  which  leads  to 
further  loss  of  the  periodontium.  Much 
of  the  periodontal  disease  seen  in  the 
general  practitioner's  office  could  be  con' 
trolled  by  these  debridement  methods. 
The  course  is  designed  to  reorient  the 
general  practitioner  to  the  clinical 
techniques  of  scaling  and  root  planing 
and  the  rationale  for  these  modalities. 
The  course  will  also  stress  examination, 
patient  classification,  establishment  of 
baseline  data,  and  selection  of  appro- 
priate  therapy.  The  course  will  consist 
of  two  sections:  a  didactic  portion  and  a 
laboratory  session  where  the  techniques 
of  scaling  and  root  planing  with  conven- 
tional  and  ultrasonic  instruments  will  be 
practiced  and  evaluated  along  with  in- 
strument sharpening  methods. 

March  27, 1987 

Periodontal  Implications  in  the  Treat- 
ment of  the  Orthodontic  Patient, 

Sponsored  by  the  Department  of 
Periodontics,  Guest  Speaker:  Dr.  Robert 
Vanarsdall  of  the  Department  of  Ortho- 
dontics and  Periodontics,  University  of 
Pennsylvania  School  of  Dentistry,  Cost: 
Dentists  $135,  Auxiliaries  $75,  Credit  7 
hours.  Synopsis:  This  course  is  designed 
to  review  the  most  recent  findings  and 
studies  regarding  periodontal  diseases 
that  are  essential  knowledge  for  all  prac- 
titioners involved  in  the  treatment  of 
periodontal  and  orthodontic  patients. 
Emphasis  will  be  placed  upon  correction 


of  periodontal  problems  through  ortho- 
dontic treatment  as  well  as  prevention  of 
adverse  periodontal  responses  that  may 
occur.  Characteristics  of  the  high  risk 
patient  will  be  described.  Prevention  of 
mucogingival  problems  will  be  examined 
along  with  an  indepth  overview  of  the 
management  of  ectopically  positioned 
and  unerupted  teeth. 

March  28, 1987 

The  Last  Word  on  Cross  infection 
Risks  and  Operatory  Asepsis,  Spon- 
sored by  the  Department  of  Endodon- 
tics, Faculty:  Dr.  James  Crawford,  Cost: 
Dentist  $75,  Auxiliaries  $25,  Office 
Group  $75,  Credit:  4  hours  with  option 
for  2  more  hours.  Synopsis:  This  course 
has  been  presented  nationwide  and  is  of 
special  value  to  those  wanting  to  up- 
grade their  office  asepsis  program  to 
meet  current  infection  risks.  It  should 
prepare  participants  to  develop  an  on- 
going asepsis  program  for  their  office  and 
to  construct  a  manual  for  their  office 
use.  Methods  of  protection  presented 
will  include:  immunizing  personnel 
against  hepatitis  B  and  other  diseases; 
improving  patient  screening,  personal 
protection,  and  efficiency  and  effec- 
tiveness of  surface  protection  and  in- 
strument sterilization;  controlling 
infection  hazards  created  by  dental  unit 
water  systems;  special  management  of 
known  infectious  patients.  An  optional 
discussion  and  problem-solving  period  as 
well  as  a  clinical  hands-on  period  on 
operatory  disinfection  will  follow  the 
lecture. 

APRIL 

April  3, 1987 

The  Use  of  Posterior  Composites  in 
Children,  Adolescents,  and  Adults:  A 
Symposium  on  Clinical  Applications, 

Sponsored  by  the  Departments  of 
Operative  Dentistry  and  Pediatric  Den- 
tistry, Faculty:  Dr.  Stephen  Bayne,  Dr. 
Al  Wilder,  Dr.  Dave  Brunson,  Dr.  Diane 
Dilley,  and  Dr.  Ted  Oldenburg,  Cost: 
Dentists  $120,  Auxiliaries  $50,  Credit: 
7  hours.  Synopsis:  In  an  effort  to  update 
dental  practitioners  on  all  current 
aspects  of  posterior  composite  restora- 


tions, noted  speakers  and  researchers 
from  the  Departments  of  Operative 
Dentistry  and  Pediatric  Dentistry  will 
provide  a  series  of  presentations  in  a 
symposium  format.  Topics  will  include 
an  overview  of  commercially  available 
products,  glass  ionomers,  dentin  bond- 
ing, new  related  instruments,  as  well  as 
an  indepth  view  regarding  what  con- 
stitutes the  "ideal"  posterior  composite 
restoration.  Particular  attention  will  be 
given  to  the  clinical  apphcations  of  these 
materials  in  both  young  and  adult  popu- 
lations including  step-by-step  procedural 
descriptions.  Comprehensive  research 
findings  will  be  presented  as  well  as 
exciting  new  ultra-comprehensive  tech- 
niques involving  preventive  resin 
restorations  and  sealants. 

April  4,  1986 

Optional  Participation  Session*, 

Sponsored  by  the  Department  of 
Operative  Dentistry,  Faculty:  Dr. 
Harald  Heymann,  Dr.  Al  Wilder,  and 
Dr.  Dave  Brunson,  Cost:  Dentists  $75, 
Credit:  3  hours.  Synopsis:  This  optional 
participation  session  will  involve  utiliz- 
ing the  materials  and  techniques  pre- 
sented in  the  previous  day's  program. 
Approximately  $75  worth  of  materials 
will  be  given  to  each  registered 
participant. 

April  24,  1987 

Rationale  for  Surgery  in  Periodontal 
Therapy,  Sponsored  by  the  Department 
of  Periodontics,  Faculty:  Dr.  L.  H.  Hut- 
chens,  Jr.  and  Dr.  Ike  Aukhil,  Cost: 
$110,  Credit:  7  hours.  Synopsis:  Recent 
research  evidence  has  altered  traditional 
ideas  about  the  need  and  effectiveness 
of  periodontal  surgery  in  the  treatment 
of  moderate  to  severe  forms  of  periodon- 
tal disease.  This  course  is  designed  to 
update  the  practitioner  on  the  rationale 
for  selection  of  the  patient  for  whom 
surgery  is  indicated  and  to  illustrate  the 
appropriate  surgical  techniques  as  they 
relate  to  clinical  findings.  Furthermore, 
this  course  is  intended  primarily  for  the 
practitioner  who  is  actively  treating 
periodontal  patients  and  wishes  to  be 
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current  in  the  concepts  and  techniques 
that  involve  the  use  of  synthetic  bone 
implants,  mucogingival  surgery,  gingival 
grafting,  and  methods  to  surgically 
facilitate  restorative  dentistry.  Matters 
of  mutual  concern  to  the  general  practi' 
tioner  and  the  periodontist  in  combined 
patient  care  will  be  discussed.  Post- 
operative care  and  maintenance  will  be 
emphasized. 

MAY 

May  8, 1987 

Third  Annual  R.  J.  Shankle  Lecture, 

Sponsored  in  conjunction  with  the 
Department  of  Endodontics,  Guest 
Speaker:  Dr.  Calvin  D.  Torneck  of  the 
University  of  Toronto,  Cost  for  Lecture 
and  Luncheon:  $25,  Credit:  4  hours. 
Synopsis:  Injuries  to  the  developing  per- 
manent dentition  can  often  give  rise  to 
complex  changes  in  tooth  form  which 
can  cause  difficulties  in  endodontic 
management  of  these  teeth  should  such 
treatment  become  necessary.  Under- 
standing the  nature  and  significance  of 
such  injuries  is  essential  to  making  pro- 
per decisions  in  the  choice  of  when  to 
treat  them  and  in  selecting  the  most 
favorable  treatment  mode.  In  the  course 
of  this  presentation  the  dynamics  of 
human  root  development  will  be 
described  and  discussed.  Particular 
emphasis  will  be  placed  on  the  interac- 
tion of  these  dynamics  with  conven- 
tional treatment  modalities  in  endodon- 
tic practice.  Included  in  the  presentation 
will  be  a  consideration  of  how  endodon- 
tic treatment  is  influenced  in  cases  of 
pulp  calcification,  altered  root  shape. 


horizontal  root  fracture  and  root  resorp- 
tion. Particular  attention  will  be  given 
to  the  chances  for  treatment  success  and 
root  retention.  The  presentation  will 
end  with  a  discussion  of  endodontic 
apexification.  It  is  designed  to  be  of 
interest  to  generalists  and  dental 
specialists,  in  particular  those  who  treat 
the  child  and  adolescent  patient  on  a 
routine  basis,  and  will  establish  a 
biological  basis  for  treatment  decisions 
as  well  as  describe  the  types  of  treat- 
ment currently  advocated  in  patient 
management. 

SPECIAL  OFFERINGS 

London  and  Paris, 
June  26  -  July  7,  1987. 

Presented  by  the  Office  of  Institutional 
Development  and  the  UNC  Dental 
Alumni  Association.  Departure  from 
Atlanta  is  scheduled  on  June  26,  1987, 
with  arrival  in  London  on  the  27th.  Four 
nights  accommodations  have  been  ar- 
ranged at  the  Cumberland  Hotel,  a  first 
class  hotel  located  on  Oxford  Street  con- 
venient to  Hyde  Park,  Marble  Arch  and 
Harrods!  Our  journey  to  Paris  will  be  by 
Hovercraft  crossing  of  the  English  Chan- 
nel. We  will  spend  four  nights  in  Paris  at 
the  Concorde-St.  Lazare,  a  traditional 
old  first  class  hotel  adjancent  to  St. 
Lazare  station  and  within  walking 
distance  of  the  Opera  and  "Grand 
Boulevards"  of  Paris.  The  cost  of  the 
package  is  $1650.00  per  person  double 
occupancy  and  includes  eight  nights 
accommodations  with  private  bath,  full 
English  breakfast  daily  while  in  London 
and  continental  breakfast  daily  while  in 


Pans,  services  of  local  coaches  and 
quides,  airport  transfers,  porterage, 
medieval  banquet  at  Hatfield  in  London, 
dinner  at  a  local  restaurant  in  Paris,  half 
day  tour  of  London's  West  End,  half  day 
tour  of  Windsor  Castle  and  a  half  day 
city  tour  of  Paris.  All  taxes  are  included. 
The  cost  for  the  continuing  education  is 
$175.00  for  dentists  and  $125.00  for 
non-dentists.  The  program  schedule  is 
now  being  developed.  Details  will  be 
available  upon  request.  Questions,  con- 
tact Ms.  Prissy  Allen,  800/722-1355 
(NC)  or  919/966-4563. 

Fourth  Annual  Dental  Review  —  Come 
Learn  at  the  Beach!  Presented  by  the 
Department  of  Operative  Dentistry, 
June  17-20,  1987,  Location:  Ocean 
Dunes  Resort  and  Villas,  Myrtle  Beach, 
S.C,  Cost:  Dentists  $150.00,  Aux- 
iliaries $85.00,  Credit:  14  hours.  Synop- 
sis; This  course  will  provide  information 
on  a  variety  of  exciting  topics. 

■Mini-Residency  Opportunities,  The 

UNC  School  of  Dentistry  offers  a 
unique  opportunity  for  a  more  concen- 
trated and  individualized  learning 
experience  through  the  mini-residency 
program.  This  program  provides  practi- 
tioners with  the  opportunity  for  in- 
dividualized supervision  by  faculty 
instructors  in  clinical,  laboratory  and 
classroom  settings.  Contact  the  Office 
of  Continuing  Education  for  information 
on  mini-residencies  in  the  following 
departments:  Endodontics,  Oral 
Diagnosis,  Pediatric  Dentistry  and 
Periodontics. 
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AHEC  Notes 


AHEC- School  of 
Dentistry  C.E.  Courses 


"Antibiotic  Coverage  in  the  Medically 

Compromised  Patient" 

March  19,  1987 

Fayetteville  AHEC 

Location:  TBA 

Dr.  William  Webster 

6:30'9  p.m.  with  dinner 

"Current  Concepts  in  Perio  Therapy" 

March  27,  1987 

Greensboro  AHEC 

Location:  Greensboro  AHEC 

Dr.  L.  H.  Hutchens 

1-5  p.m. 

"Radiographic  Interpretation" 

March  28,  1987 

Wake  AHEC 

Location:  Wake  AHEC 

Dr.  Steve  Matteson 

1:30-4:30  p.m. 

Greater  Raleigh  Dental  Hygiene  Society 

"Update  in  Pathology" 

March  28,  1987 

Wake  AHEC 

Location:  Wake  AHEC 

Dr.  Jeff  Burkes 

9  a.m. '  12  noon 

Greater  Raleigh  Dental  Hygiene  Society 

"Porcelain  Shoulder  Crown;  Etched 

Porcelain  Laminate  Veneers" 

April  3,  1987 

Charlotte  AHEC 

Location:  CAHEC  Classroom 

Drs.  Dave  Felton  and  Van  Haywood 

1-2:30;  3-4  p.m. 

"Molar  Endo" 

April  10,  1987 

Northwest  AHEC 

Location:  Bowman  Gray  School 

of  Medicine 
Dr.  Joel  Leeb 
9  a.m.  -  4  p.m. 

"Update  in  Fluoride  and  Prevention" 
April  17,  1987 
Wilmington  AHEC 
Location:  Wilmington  AHEC 
Dr.  James  Bawden 
1-4  p.m. 


"Current  Partial  Denture  Design: 

An  Overview" 
April  24,  1987 
Greensboro  AHEC 
Location:  GAHEC 
Drs.  Ray  McArthur  and  Don  Nelson 
9  a.m.  -  5  p.m. 

"Dental  Auxiliary  Utilization" 
May  15,  1987 
Fayetteville  AHEC 
Location:  TBA 
Dr.  Doug  Strickland 
1-5  p.m. 

"Update  on  Fluoride  and  Prevention" 

May  15,  1987 

Greensboro  AHEC 

Location:  Greensboro  AHEC 

Dr.  James  Bawden 

1-4  p.m. 

"Current  Concepts  in  Clinical  Dental 

Hygiene" 
May  22,  1987 
Wilmington  AHEC 
Location:  Wilmington  AHEC 
Ms.  Kathie  Morr 
Time  TBA 


"Overdentures,  Indications,  and 

Precision  Attachments" 
June  3,  1987 
Mountain  AHEC 
Location:  MAHEC 
Dr.  Kent  Healey 
4-9  p.m. 

"Utilization  of  Magnets  for  Retention 
.  .  . ;  Treatment  Partial  and  Complete 
Dentures" 

June  5,  1987 

Charlotte  AHEC 

Location:  CAHEC  Classroom 

Drs.  Matt  Wood  and  Don  Nelson 

1-3;  3:15-5:15  p.m. 

"Intraoral  Functions" 

June  6,  1987 

Fayetteville  AHEC 

Location:  FTI 

UNC  Dental  Assisting  Faculty 

9  a.m.  -  4  p.m. 
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Development  Update 


Dental 

Foundation 

of  North 

Carolina 

highlights 


I  to  r:  Dr.  Lnion  presenu  Dr.  Fred 
Howdy  a  cerUficate  of  apprecmtwri  of 
service. 


Record  Year 
in  Donations 

In  many  ways  1985-86  was  a  signifi- 
cant year  for  the  Dental  Foundation.  In 
total  assets  the  Dental  Foundation  has 
surpassed  the  $2  million  mark.  Assets 
on  June  30,  1985  were  $1,420,348.  This 
year  a  fund  balance  of  $2,113,492  was 
reported.  Not  only  is  this  a  significant 
increase,  but  it  marks  an  important 
milestone  for  the  Dental  Foundation  of 
North  Carolina. 

Part  of  this  increase  came  from  major 
gifts  in  excess  of  $100,000  each.  It  also 
represents  a  number  of  new  contributors 
to  the  Dental  Foundation.  Total  income 
for  the  year  including  interest  income 
was  $1,338,227. 

The  increase  in  principal  did  not  come 
entirely  from  not  spending  the  assets  of 
the  corporation.  In  tact,  this  past  year 
saw  $547,967  spent  directly  in  gifts. 


Dental  Foundation 
Annual  Meeting  and 
Luncheon  Held 

The  Dental  Foundation  of  North 
Carolina,  Inc.  held  its  annual  business 
meeting  in  Chapel  Hill  at  the  Carolina 
Inn  on  Thursday,  December  4,  1986. 
Officers  elected  during  this  meeting 
were  Dr.  Robert  Litton,  Shelby,  Presi- 
dent; Dr.  Smith  Jewell,  Wilmington, 
President-Elect;  Dr.  John  Olmsted, 
Greensboro,  Vice-President;  Dr.  Webb 
McCracken,  Sanford,  Secretary- 
Treasurer;  and  Dr.  Ben  Barker,  Chapel 
Hill,  Assistant  Secretary-Treasurer. 
Directors  elected  include  Dr.  Kenneth 
Auman  of  Lexington,  Dr.  D.  Gregory 
Chadwick  of  Charlotte,  Dr.  George  Sut- 
ton of  Morehead  City,  and  Dr.  Heber 
Windley  of  Zebulon.  Dr.  Chadwick  and 
Dr.  Windley  were  also  elected  to 
membership  on  the  Executive  Commit- 
tee. Dr.  Keith  Bentley  will  represent  the 
UNC  Dental  Alumni  Association;  Dr. 
David  Freshwater,  the  North  Carolina 
Dental  Society;  Ms.  Pam  Short,  the 


grants  and  awards  for  the  operation  of 
the  School  of  Dentistry  and  the  Dental 
Foundation  and  its  various  programs. 
Also  spent  was  another  $97,000  in 
fundraising,  management  and  general 
expenses.  While  this  figure  has  gone  up 
some  in  the  past  years,  the  extra  expen- 
diture IS  more  than  justified  by  the 
dramatic  increase  in  income  to  the 
Foundation. 

The  work  of  the  Dental  Foundation  is 
more  important  than  ever  before  as  the 
profession  of  dentistry  addresses  the 
turbulent  issues  of  our  time.  The 
resources  to  make  these  contributions 
are  increasingly  important.  Thank  you 
to  all  who  made  this  record  year 
possible,  especially  Dr.  D.  C.  Chandler 
who  served  as  the  1985-86  Campaign 
Coordinator. 


North  Carolina  Dental  Hygienists' 
Association;  and  Ms.  Lynn  Strickland, 
the  North  Carolina  Dental  Assistants' 
Association.  A  representative  for  the 
North  Carolina  Dental  Laboratory 
Technicians'  Association  has  not  been 
identified. 

The  Annual  Luncheon,  in  conjunction 
with  the  Thirty-Second  Annual  Dental 
Seminar  Day  activities,  was  held  at  the 
Banquet  Hall  of  the  Morehead  Building 
on  the  University  of  North  Carolina  at 
Chapel  Hill  campus.  The  Clef  Hangers, 
a  musical  group  of  undergraduate 
students  at  the  University,  provided  the 
entertainment.  Dr.  Fred  Howdy  of 
Washington  was  presented  a  certificate 
of  appreciation  for  service  as  President 
by  Dr.  Litton  and  was  cited  for  his 
leadership  and  continued  support  of  the 
Dental  Foundation  and  the  UNC  School 
of  Dentistry  as  well  as  the  dental 
profession. 
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The  Pew  National 
Dental  Education 
Program  Makes  A^vards 


Dental  Foundation 
of  North  Carolina,  Inc. 


The  Pew  National  Dental  Education 
Program  has  selected  twenty-one 
institutions  for  Phase  I  of  its  five-year 
project  to  work  with  dental  education 
programs  in  the  nation.  The  project, 
started  in  1985,  seeks  to  assist  dental 
schools  in  making  strategic  shifts  to 
accommodate  themselves  to  the 
dramatic  changes  which  are  occurring  in 
the  health  care,  and  in  particular  the 
dental  health  care  environment. 

The  selected  institutions  are  Universi- 
ty of  Alabama,  Boston  University, 
University  of  California  at  San  Fran- 
cisco, Columbia  University,  University 
of  Connecticut,  Creighton  University, 
University  of  Florida,  Georgetown 
University,  University  of  Iowa,  Univer- 
sity of  Maryland,  Meharry  Medical 
College,  University  of  Michigan, 
University  of  Missouri,  New  York 
University,  Oregon  Health  Sciences 
University,  University  of  Southern 
California,  University  of  Tennessee, 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  Virginia  Com- 
monwealth University,  University  of 
Washington,  and  West  Virginia 
University. 

In  this  first  phase  of  the  undertaking 
these  schools  will  receive  a  grant  of  up 
to  $100,000  for  a  two-year  period  to 
assist  them  in  incorporating  strategic 
planning  mechanisms  into  their  manage- 
ment structures.  In  addition  to  the  pro- 
ject grant  the  program  will  also  sponsor 


In  grateful  recognition  of  the  general 
contributions,  the  Dental  Foundation  of 
North  Carohna,  Inc.  and  the  UNC 
School  of  Dentistry  presents  the  follow- 
ing membership  categories  for  1986-87. 
Credit  and  appreciation  must  go  to 
these  people  and  corporations  for  this 
successful  effort.  (Club  membership  is 
based  on  contributions  from  July  1,  1985 
through  June  30,  1986.) 


a  series  of  management/development 
training  seminars  for  faculty  and  admin- 
istrative leaders  within  the  selected 
schools.  A  number  of  other  activities  are 
planned  for  those  institutions  which  did 
not  receive  a  grant. 

Commenting  on  the  program.  Dr.  Ben 
Barker,  Co-Director  of  the  program  and 
Dean  of  the  UNC  School  of  Dentistry 
indicated  that  "these  are  very  turbulent 
times  for  dentistry  and  dental  educa- 
tion. Like  many  other  sectors  of  our 
society  we  have  developed  a  great 
capacity  for  the  training  of  new  dentists. 
However,  changes  in  the  way  that  den- 
tal care  is  delivered  and  financed  and 
important  changes  in  dental  disease  pat- 
terns mean  that  we  need  to  redirect 
some  of  our  efforts  to  other  types  of 
activities." 

Phase  II  of  the  program  will  begin  in 
approximately  one  year  and  will  provide 
assistance  for  five  to  seven  schools  at  a 
level  of  up  to  one  million  dollars.  Grants 
awarded  during  the  second  phase  of  the 
program  will  be  to  enable  selected 
schools  to  implement  those  innovations 
which  emerge  during  Phase  I. 

The  Pew  National  Dental  Education 
Program  is  supported  by  The  Pew- 
Memorial  Trust  in  Philadelphia, 
Pennsylvania.  The  8.7  million  dollar 
grant  marks  an  effort  on  the  part  of  the 
Trust  to  provide  resources  to  address 
fundamental  issues  confronting  the 
health  professions. 


DISTINGUISHED 
SERVICE  CLUB 

membership  is  awarded 
to  contributors  whose 
annual  gifts  exceed 
$1,000. 

Dr  G  ShufordADernetny 

Mrs  AnneBaDcock 

Mr  G  Randolph  Babcock 

Dr  flaymonc]  Clyde  Ball  Jr 

Of  and  Mrs  Ben  Dale  Barker 

Mrs  Faye  Arnold  Broyfiill 

Dr  William  Bailey  Brunk 

Of  and  Mrs  Larry  Winford  Carroll 

Or  Jack  CliHord  Case  Jf 

Dr  Ralpri  Donald  Coffey  Jf 

Dr  Steven  L  Davis 

Mr  AlanT  Dickson 

Dr  George  Loren  Edwards  Jr 

Dr  John  Graham  Edwards 

Dr  Henry  W  Fields  Jr 

Df  Bruce  AloenGuslatson 

Df  Andrew  Jackson  Harrell  III 

Df  James  A  Harrell  Sr 

Dr  Donald  L  Henson 

Dr  Townsend  Van  HoU 

Dr  Frederick  Howard  Howdy  Sr 

Dr  James  Carter  Hull 


Dr  Luther  Kill  HulchensJr 

Dr  Edward  Patton  Jessup 

Dr  Manha  Ann  Keels 

Of  Wdliam  Smith  Kirh 

Df  Leon  J  Leonard 

Of  RoyL  Lindahl 

Or  Ross  Eugene  Long 

Of  James  Bruce  McLam 

Dr  Kenneth  Edward  Milchum 

Dr  William  Kenneth  Morgan 

Dr  John  Daniel  Monarty 

Dr  Theodore  Richard  CHdenburg 

Of  John  S  Olmsted 

Of  Robert  Boone  Outland  Jf 

Of  Robert  B  OuHand  Sr 

Or  Thomas  G  Peters 

Or  Kenneth  Rogers  Phillips 

Dr  William  Roben  Proffil 

Df  and  Mrs  Baxter  6  SappJr 

Df  Glenn  Joseph  Shetier 

Or  John  Henry  Shell 

Dr  Jack  Ertrette  Silvers 
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Dr  Lynn  Hainson  Smilh 
Df  Frank  Palmer  Stoul 
Or  Dennis  L  Tofney 
Df  Richard  John  Vanek 
Dr  William  FVannJr 
Dr  Bussell  Charles  Walton  Jr 
Dr  John  Finley  While  Jr 
Dr  Michael  Darwin  White 
Or  Westoh  Alexander  Willis 


PRESIDENT'S 
CLUB  membership  is 
awarded  to  contributors 
whose  annual  gifts  total 
$500  to  $999, 

Or  James  William  Antoon 
Or  Samuel  Palmer  Ausband 
Or  David  Gregory  Brooks 
Or  Henry  Donaldson  Browning  III 
Dr  William  LeroyChamt}er$ 
Dr  Frederick  Mailoy  Chandler 

Dr  Herman  Bryan  Cobb 

Or  DonCulp 

Dr  Ronald  Nelson  Cummings 

Dr  Lawrence  Howard  Dempsey  Jr 

Dr  Carol  Drihkard 

Dr  Stuart  Burton  Fountain 

Dr  Jacob  Berke  Freedland 

Or  Gary  Prevost  Hill 

Or  Charles  W  Horton 

Or  Burton  Allan  Horwitz 

Or  William  Ceberljarvis 

Dr  Edwin  Smith  Jewell 

Dr  William  E  Kidd 

Dr  George  Eugene  Lyman 

Dr  Benny  Worth  Martin 

Dr  John  Malcolm  McAllister 

Or  Settle  Raybon  McKaig 

Or  Harold  Wayne  Mohorn 

Mr  and  Mrs  PauIR  Moms 

Or  Graham  Allison  Page 

Dr  James  McGaughey  Rich  Jr 

Dr  Leoyard  E  Ross 

Dr  Richard  Gary  Rozier 

Dr  Thomas  Harmon  Sears  Jr 

Dr  Robert  L  Seymour 

Dr  Waller  Brian  Shepherd 

Dr  Daniel  A  Shugars 

Or  Clarence  L  Sockwell 

Or  John  B  Sowter 

Dr  JohhH  Spillman 

Dr  Robert  Boswell  Stanley  Jr 

Dr  Robert  Carl  Sleele 

Dr  Reese  Steen 

Dr  James  Gray  Strupe 

Dr  Clifford  M  Sturdevant 

Or  Robert  Bray  Taylor 

Or  Charles  William  Tulloch 

Or  Jack  Denton  UtleyJr 

Or  Ernest  B  WardJr 

Or  Michael  Allen  Webb 

Or  David  Draper  Whitaker 

Dr  Raymond  P  White  Jr 

Or  William  McKinley  While 

Or  Heber  Wilkinson  WindleyJr 

Or  Douglas  Maurice  Young 


PATRONS  CLUB 

membership  is  awarded 
to  contributors  whose 
annual  gifts  total  $250 
to  $499. 

Dr  Robert  Muse  Adams 
Dr  Charles  Davis  Allen  Jr 
Dr  Frank  G  Aiwaler 

Or  Dempsey  John  Bailey 
Or  Roger  E  Barton 
Or  William  Clans  Bean 
Or  Edwin  Berkinshaw 
Or  WilbertWonfiBlackman 
Or  John  William  Bradshaw  Jf 
Or  Anionio  Rafael  BusquelsJr 
Dr  Wallace  Bob  Butler 
Dr  Joe  Henderson  Camp 


Or  Jacqueline  H  Capp 

Or  Dexter  Gregory  Chadwick 

Or  DuOleyCafiyle  Chandler  Jr 

Or  Joseph  Coward 

Dr  Roben  Housion  Davenpon 

Dr  James  RtchardOimsoale 

Mr  and  Mrs  Alexander  D  Dodson 

Or  James  Clyde  EllioltJr 

Or  Todd  Gregory  EngsTfom 

Dr  Julian  Horace  Fisher 

Mr  G  Barry  Frazelle  II 

Dr  James  Greer 

Or  Thomas  Gordon  Handy 

Or  Charles  Frederick  Harless  Jr 

Or  Gavin  GibOsHarrell 

Or  FranklinBannon  Hines  Jr 

Or  Daniel  T  Howell 

Mr  James  Edgar  Suffern  Hynes 

Mr  James  M  Iseman 

Or  Jerry  0  Dell  Jernigan 

Or  Thomas  George  Johnson  Jr 

Or  Jene  Franklin  Jordan 

Or  David  L  Koth 

Or  Charles  Woodrow  Langdon 

Of  John  Kenneth  Legleu  Jf 

Dr  James  Baxter  Lemmons 

Or  William  Glen  Lmebarger 

Or  Robert  B  Lilton 

Or  John  Lockard 

Dr  Linwood  Marvin  Long  Jr 

Or  Ronald  JeHrey  Lowe 

Of  Stephen  Barry  Mackler 

Df  Roben  M  Mason 

Dr  Zyba  Kathryn  Massey 

Or  Frank  Webb  McCracken  III 

Dr  Frank  Thomas  Mclver 

Dr  David  H  MerritlJr 

Dr  Charles  L  Milone 

Or  William  Michael  Montgomery 

Or  Richard  Johnston  Noel 

Or  Edward  Herring ONeil 

Or  Eldon  Hudson  Parks 

Dr  Louis  Craig  Peron 

Dr  Jimmy  Randolph  Pinkham 

Dr.  Edward  NeesePridgen 

Dr  Paul  Ellis  Pntlaman 

Or  Julian  Richard  Rogers  Sr 

Or  Junius  Hams  Rose  Jr 

Or  David  McKendreeSarver 

Or  Phillip  Lane  Savage 

Or  Roger  HelwegSchlapkohl 

Or  Michael  W  Sheets 

Or  Fred  J  Smith 

Dr  Vonnie  Bryan  Smith 

Of  Kenneth  Ray  Snyder 

Dr  RenateDieizeSollmann 

Dr  Joseph  R  Steedle 

Or  Matthew  Theodore  Strickland 

Or  Thomas  Russell  StyersJr 

Or  Gary  Russell  Sugg 

Mr  John  terAvest 

Or  Harold  Winfred  Twisdale 

Or  Steve  Michael  Walsh 

Or  John  Quantock  Watson 

Or  Robert  McLain  Wilkinson 

Or  Matthew  Thomas  Wood 

Or  Stephen  Adams  Yokeley 

Or  John  David  Young 

Dr  Pinkney  Beryl  Young  III 

Or  Henry  Stanley  Zayloun 


CENTURY  CLUB 

membership  is  awarded 
to  contributors  whose 
annual  gifts  total  $100 
to  $249. 

Dr  Steven  Robert  Adams 
Ms.  Prtscilla  M.Allen 
Of  Victor  L  Andrews  Jr 
Dr  John  Mtllon  Archer  III 
Dr  John  Wilson  AtwaterJr 
Dr  MetlBagleyAusley 
Dr  Thomas  Marvin  Austin 
Or  Charles  Allen  Avera 
Dr  Charles  Brantley  Aycock 
Dr  Ronald  0  Baker 
Df  William  Tyler  Baldock 
Dr  CreightonW  Baldwin 
Dr  David  L  Ballard 
Dr  Thomas  AldonBaucom 
Or  James  W  Bawden 


Dr  Jack  Bennett 

Dr  Keith  Lambeth  Benttey 

Dr  Don  Boyce  Benton 

Dr  John  Walton  Blackman  III 
Dr  Norman  Bill  Blaylock  Jr 
Or  Marvin  J  Block 

Or  Thomas  Frederick  Blume 

Dr  John  Willis  Bottoms 

Or  CarIL  BowenJr 

Dr  Edward  G  Boyetle 

Dr  Robert  Strickland  Boyles 

Dr  James  Stewart  Brauer 

Dr  Thomas  Eugene  Brooks 

Mr  Charles  W  Brown 

Or  JosiahB  Brown 

Or  Richard  Lilton  Bryson 

Or  Michael  B  Buckland 

Mr  Salvatore  Bucolo 

Or  Vaughn  Evans  BuMard 

Or  Timothy  R  Burgiss 

Dr  Ernest  J  Burkes  Jr 

Dr  Charles  E  BurnhamJr 

Dr  Joseph  Smallwood  Burnham  Jr 

Ms  Anna  Harper  Burroughs 

Dr  Thomas  Edgar  Butler 

Or  Thomas  K  Butller 

Or  Samuel  Miller  Byrd 

Or  Charles  K  Caldwell 

Dr  Joseph  E  Campbell 

Df  MaxW  Carpenter 

Or  Leonard  Robert  Cashion 

Dr  Clyde  David  Chapman  Jr 

Or  Lawrence  Howard  Cheek 

Or  WJIham  Clay  Church 

Of  James  Oldham  Clark 

Dr  Jerry  Ralph  Clark 

Or  Ralph  Anson  Coffey 

Mr  and  Mrs.  EldridgeA  Coggins 

Or  Charles  WHIiam  Connor  Jr 

Dr  Roy  Clinton  CordermanJr 

Mr  and  Mrs  JohnC  Cox 

Or  Douglas  Crosby 

Dr  Harry  Royer  Gulp 

Or  William  Ange  Current 

Or  James  Edward  Cutclitfe  III 

Dr  Robert  B  Dalton 

Dr  Carl  S.  Dann  III 

Mr  JohnOarab 

Or  Hal  Avon  Davis  Jr 

Dr  William  Speight  Debnam 

Dr  Gantl  Nicholson  OeJean 

Dr  Howard  Jackson  Dudley 

Dr  George  G  Dudney 

Dr  George  Reid  Dusenberry  III 

Or  James  Hamilton  Eaker 

Or  RoyL.Earp 

Dr  NealelraEckstem 

Or  Ralph  Rothwell  Eddy  Jr 

Or  Paul  Duncan  Eleazer 

Or,  Riley  Ashburn  Elliott  III 

Or  Thomas  Edwin  Evans  Jr 

Mr  James  Festa 

Or  Richard  Edward  Fetterman 

Dr  Stanley  L  Fleming 

Dr  Daniel  Justin  Floyd 

Of  Hoyt  Stanley  Ford 

Or  Ernest  Graham  Fofrest  III 

Or  Andrew  Jackson  Franklin  III 

Or  Donn  Bennett  Freeman 

Or  David  Hales  Freshwater 

Dr  Steven  Raleigh  Frye 

Dr  Robert  Holland  Gainey 

Dr  Roberto  Garren 

Or  Nathaniel  Williams  Garrison 

Dr  Kenneth  W  Gibbs 

Dr  Roberto  Glassgow 

Dr  William  Carroll  Goodwin  Jr 

Dr  Marilyn  Sue  Goodwin-Murphy 

Df  Richard  H  Graham 

Dr  Robert  W  Grant 

Or  Barry  Lee  Green 

Or  Stanley  Gray  Gnlfin 

Dr  FoyEugeneGrubbJr 

Or  Cecil  Bascomb  Hall 

Or  William  L  HalHwanger  Jr 

Df  Cynthia  Sptcola  Harper 

Dr  WilltamE  Harris 

Dr  JohnBlalock  Harrison 

Dr  Thomas  Eugene  Harvey 

Mr  Donald  A  Hauser 

Or  Jerry  Allen  Hauser 

Or  Bruce  H  Hawkins 

Dr  Thomas  Jack  Head  Jr 

Dr  Donna  Fargis  Helton 

Dr  Barbara  Thompson  Hershey 

Or  Max  Roe  Hiait 

Or  David  Raymond  Hinkle 

Or  Robert  WillardHmnant 


Dr  Michael  Stewart  Hipp 

Dr  Philip  Francis  Hirsch 

Or  Joseph  Steven  Hoard  III 

Or  Daniel  Ralph  Hobbs 

Mr  and  Mrs  William  L  Hoffman 

Ms  Janet  Carlton  Holland 

Dr  LecnidasC  Holt 

Dr  James  Phillip  Honeycutt  Jr 

Or  Wallace  Blair  Honeycutt 

Or  RufusG  Hoover 

Dr  PurleyC  Hull  Jr 

Mrs  Frances  R  Hunt 

Dr  Stephen  Allen  Hyman 

Or  Forest  R  Irons 

Or  John  R  Jacoway 

Or  William  Chandler  James 

Of  Joseph  Enneis  Jamison 

Df  Charles  A  Jarrett 

Mr  Dan  E  Johnson 

Dr  Joseph  M  Johnson 

Or  Karen  Bremer  Johnson 

Mr  and  Mrs  James  B  Jones 

Dr  Judith  Ann  Jones 

Dr  Richard  Owight  Jordan 

Dr  Gerard  Michael  Kendzior 

Dr  Tolly  A  Kennon  Jr 

Or  Ronald  Ray  Key 

Dr  Ye-Soon  Kim 

Dr  John  Donald  Kiserjr 

Dr  A  WinfieldKntghtJr 

Mr  and  Mrs  Robert  J  Knox 

Dr  William  E  Koch 

Mrs  EszterBalintKokas 

Dr  Robert  M  Knegsman 

Mr  and  Mrs  Rudolph  Lach 

Dr  Lewis  E  LambJr 

Dr  Ward  Smothers  Lambeth 

Or  Nelson  0  Large 

Or  Thomas  Edison  Leary 

Dr  Eric  V  Lilly 

Dr  Walter  Smith  Linville  Jr. 

Mr  William  MundyLitaker 

Or  Ronnie  Davis  Lloyd 

Or  Daniel  Milton  Lotz 

Or  Neil  0  Lulins 

Or  Keith  Thomas  MacOonald 

Dr  James  Bernard  Machen 

Dr  Sandra  Madison 

Dr  Michael  John  Maginnis 

Or  Paul  Franklin  ManessJr 

Or  Kenneth  P  Manning 

Dr  Don  Lee  Marbry 

Dr  Sandy  Cole  Marks  Sr 

Dr  George  Edward  Mayo  III 

Dr  Charles  William  McCallJr 

Or  Charles  W  McCallSr. 

Or  Clyde  Newton  McCall 

Or  Walter  Thompson  McFallJr 

Of  James  Gray  McGhee 

Df  Donald  Martin  McGowan 

Dr  Owen  Ray  McKenzie 

Or  JackA.  Menius 

Or  and  Mrs  Richard  B.  Merlo 

Dr  Ronnie  Henderson  Miller 

Ms  Kathleen  M  Minor 

Dr  Roger  Byron  Moore 

Dr  Saunders  Winston  Moore 

Dr  Walter  Herbert  Moore 

Or  Roslyn  Bernadelte  Moore-Crisp 

Or  Alexander  Eugene  Moser 

Or  Richard  F  Murphy 

Dr  William  Charles  Myers 

Or  William  A  Mynatt 

Or  Norman  K  Nakaji 

Dr  Paul  Grayson  Neal 

Of  Donald  R  Nelson 

Dr  W  Thomas  Norwood  Jr 

Dr  Walter  Samuel  O'Berry 

Dr  Kenneth  Dale  Owen 

Or  David  Eldon  Paquette 

Of  Jane  E  Parker 

Dr  Dicky  Everett  Parrish 

Or  Jeremiah  N  Partnck 

Mr  and  Mrs.  George  Raton 

Dr  Donald  Ray  Patrick 

Dr  Irving  A  Paul 

Dr  Sidney  0  Petersen  Jr 

Or  Frank  Richard  Plau 

Or  Robert  Carroll  Phillips  Jr 

Dr  ClaibourneW  Pomdexter 

Dr  Robert  Howard  Poole  Jr 

Or  Ronaldo  Prado 

Dr  Thomas  Arch  Pribisco 

Or  Jerry  Wayne  Price 

Or  Galen  W  Quinn 

Mr  Henry  A  Rankin  Jr 

Dr  Richard  E.  Richardson 

Mr  George  E  Richmond 


Or  Robert  Frank  Ricketls 

Or  Pearce  Roberts  Jr 

Or  James  0  Robmette 

Or  Charles  Franklin  Robinson 

Or  Russell  Junius  Rogers  Jr 

Or  Lloyd  Rene  Rothschild 

Or  Oehmig  Daniel  Rowe 

Dr  Kenneth  M  Sadler 

Dr  Michael  D  Samuel 

Dr  Eugenes  Sandler 

Or  Thomas  V  Schaberg 

Dr  Timothy  Derek  Scheetz 

Of  Norbert  Joseph  Schneider 

Or  Frederick  Stephens  Schnell 

Dr  Jimmy  Richard  Sconyers 

Dr  Frederick  C  Shaw 

Dr  Paul  David  Shelor 

Dr  Clarendon  Foy  Sherman 

Dr  Irvin  Bruce  Sherman 

Dr  John  Walker  Shoaff 

Dr  Hudson  Wilson  ShoularsJr 

Dr  Elliot  R  Shulman 

Dr  Sam  Lanham  Simmons  Jr 

Dr  Macon  M  Singletary 

Dr  Lawrence  A  Sladek 

Dr  Beryl  AbramsSlome 

Dr  TroyBunyonSluder  Jr 

Or  Gary  Ray  Smiley 

Or  Ronald  David  Spam 

Dr  Arthur  Neal  Spanglerjr 

Or  June  Henry  SlallingsJr 

Or  William  H  Stanmeyer 

Or  Ronald  Howell  Steelman 

Or  John  A.  Stephens 

Or  Mark  Richard  Stephenson 

Or  James  Russell  Stone 

Or  Henry  Howard  Strickland  Jr 

Or  Paul  A  StroupJr 

Or  Brett  T  Summey 

Or  Charlie  William  SurlesJr 

Or  Hugh  Edward  Sulphin 

Dr  Daniel  Samuel  Tedder 

Or  Foy  LeeTemplelon  Jr 

Or  BilIC  Terry 

Dr  Jeftery  Raymond  Thomas 

Dr  Philip  Winston  Thomas 

Dr  Thomas  Neil  Tripletl 

Dr  Steven  Eddie  Troutman 

Dr  Myron  R  Tucker 

Dr  James  Anthony  Vacca 

Mr  and  Mrs  James  M  Vincent 

Dr  James  Douglas  Vinson 

Dr  Thomas  Washington  Vinson  Jr 

Dr  Woodrow  Wilson  Walker 

Or  Alfred  Daniel  Warren  III 

Dr  Donald  William  Warren 

Or  Robert  Lee  Warren 

Mr  Frank  E.Washko 

Or  George  Elder  Waynich  Jr 

Or  SpurgeonW  Webber  Jr 

Or  Alan  Robert  Weinstem 

OrDonM.  Wheless 

Dr  James  Alton  Whitehurst 

Dr  Donald  Edgar  Whiiworth  Jr 

Dr  Bryant  Kelly  Wicker 

Dr  Bernard  Wilkte 

Dr  Charles  Steadman  Willis 

Dr  GuyR  Willis 

Dr  Herbert  Smith  Wilmer 

Dr  George  Curtis  Wilson 

Dr  Noah  Rouse  Wilson  Jr 

Dr  Robert  Woodrow  Wilson 

Or  EdwradK.  Wright  Jr 

Mr  John  A  Yeager 

Or  Robert  Howard  Yoder 

Or  Eugene  Fields  Young 

Or  Mary  Paula  Zaytoun 

Ms  MorrisaZviretchkenbaum 


PARTICIPATING 
MEMBERS  include 
all  contributors  whose 
annual  gifts  exceed  $10. 

Or  Donald  Phillips  Adams 
Dr  Thomas  Allen  Alexander 
Or  Don  Lee  Allen 
Dr  Stanley  L  Allen 
Or  Michael  H  Anderson 
Dr  Wayne  Clark  Anderson 
Dr  Steven  Alfred  Aquilino 
Dr  Sandra  J  Archer 


Bruce  Lowe  Arnold 
Janet  Arnold 
Ell  John  Atlayek 

Kenneth  Auman 
Hugh  Brackelt  Avant 
PaulH  Bailey 
Thomas  Polyene  Baker 
Harry  N  Baldwin 
Gerald  Thompson  Ballard 
David  J  Barabe 
Charles  T  Barker 
Ernest  Brevard  Bass  Jr 
Larry  Richard  Baieman 
BrittonF  Beasley 
Willie  Keith  Beasley 
Gary  William  Beavers 
OavidH  Becker 
Perry  Hampton  Beeson  Jr 
Thomas  Alexander  Bell  Jr 
Henry  Milton  Best  III 
Clarence  F  Biddix 
JefferyOavid  Billings 
Cheryl  Bradford  Billmgsley 
Dons  Jean  Black 
Howard  White  Blair 
Motl  P  Blair 
William  Charles  Blair 
Henry  Christopher  Blake  III 
Manfred  T  Blanchard 
Mike  Church  Blankenship 
Brent  Lashely  Blaylock 
Robert  Glen  Bookholt 
Ms  Nancy  Waggoner  Bosch 
Clellen  H  Boshears 
Michael  Earl  Bost 
Richard  K  Bowling 
DawnGilmoreBrannon 
Henry  Marshall  Brown 
Sarah  Alice  Brown 
s  Susan  Starer  Brownstem 
William  Davidson  Brunson  Jr 
Francis  Alexander  Buchanan 
John  Glen  Buchanan 
Lawrence  Cicero  Bullard 
Bill  Carlton  Burnside 
Jerry  Lewis  Butler 
James  Jerry  Cabe 
Bruce  Brunson  Cadieu 
and  Mrs  Charles  CangemiSr 
Clarence  W  CanrobertJr 
Rex  Brown  Card 
and  Mrs  Charles  E  Carey 
Dana  Alan  Carlton 
William  P  Cave 
Robert  E  Chambers 
John  Robert  Chnstensen 
Chalmers  Fred  Clark  Jr 
Eddie  Nelson  Clark 
George  Willis  Clay  III 
Thomas  H  Cleveland 
Robert  Wesley  Clinard 
William  Randall  Cline 
John  Lester  Clonmger 
SylvelheR  Cloud 
William  Joseph  Coco 
Mark  Richard  Colin 
Jeff  Collins 
Chester  Lee  Conner 
James  Lloyd  Cox 
William  Boyd  Cox 
James  Allen  Crawlord 
JohnE  Crosland 
Everelte  Bowers  Crotts 
s  Margaret  Pinckney  Crotts 
and  Mrs  Thomas  J  Crowley 
;  ManeBlondet  DaCunha 
Robert  Lee  Daniel 
John  Robert  Darwin 
Anzell  M  Davis 
Ronald  Keith  Dedmond 
Charles  Vance  Denning 
Billy  Dennis 
Kent  Swindell  Denton 
Oarryl  James  Deifes 
Diane  H  Dilley 
Michael  Beniamm  Dixon 
Kary  Vincent  Oodd 
and  Mrs  Frank  A  Doerr 
Thomas  Madden  Donnelly  Jr 
Hugh  Benton  Douglas  Jr 
Donald  Ray  Draughon 
David  Steele  Ou  Bose 
Joseph  V  Ougoni 
John  Raymond  Dunn 
and  Mrs  J  Robert  Edwards 
W  J  Edwards 
IraPEfirdJr 
Benjamin  Thomas  Ellis 
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Dr  Darden  Johnson  EureJr 

Dr  Richard  Henderson  Evans  Jr 

Df  Samuet  Gene  Evans  Jr 

Dr  Charles  W  FainJr 

Ms  Pamela  Rice  Fairdolh 

Dr  Joseph  Webb  Farrar 

Dr  SlanleyMcNairFarnor 

Dr  David  Arthur  Fellon 

Dr.  Anthony  Vincent  Feriazzo 

Dr  David  W  Ferns 

Ms  KathenneOunnFinley 

Mr  Lowell  V  Firnhaber 

Dr  John  Michael  Fish 

Dr  MarcellusM  Forbes 

Dr  Christopher  C  Fordham  III 

Mr  and  Mrs  Charles  Fornster 

Dr  Robert  HollFoushee 

Mr  E  C  Francis  Jr 

Dr  William  F  Freccia 

Df  Thomas  P  Freeman 

Mr  William  Friday 

Dr  Gary  Neil  Gaither 

Dr  ArdenJ  Galarde 

Dr  James  W  Garrett 

Dr  Raymond  Sloan  Garrison 

Mr  Huberts  GaskinJr 

Dr  Lawrence  Jeffrey  Gaskin 

Mrs  Josephines  Gay 

Dr  James  M  George 

Dr  David  G  Gilman 

Dr  Herbert  W.  Gooding 

Dr  AlvinS  Goodman 

Dr  Lewis  Reginald  Goodwin 

Dr  Hugh  Allen  Gregory 

Mr  Joseph  J  Guarrera 

Dr  James  Howard  Gudger 

Dr  Donald  James  GuiHord 

Mr  and  Mrs  Connor  S.  Hager 

Dr  William  M  Hairfield 

Dr  Charles  Baynes  Hall 

Dr  David  Craig  Hamilton  Jr 

Dr  Eugene F  Hancock 

Dr.  John  R  Hansel 

Dr.  John  Blackwell  Hardy  Jr. 

Dr  Robert  Joseph  Harned 

Df  Bobby  Lee  Harris 

Dr  Joe  Knox  Harris  Jr. 

Dr.  Ria  Carol  Harris 

Dr.  Wade  Kelly  Hams 

Dr.  John  D  Hartness 

Dr.  Hubert  Edwin  Hatcher 

Df.  Jimmie  Alex  Haynes 

Df  John  Elliott  Haynes 

Df  Van  B  Haywood 

Dr  Kent  Waddell  Healey 

Df  SarvisJoelHedgecoe 

Dr  Paul  Perry  Hedrick 

Dr  James  Robert  Helsabeck 

Dr  Larry  Lou  Hemby 

Dr  William  Raymond  Henshaw 

Dr.  Roberto  Hernandez-Orsini 

Dr  H  Garland  Hershey  Jr. 

Or  Roy  Shelton  High 

Dr  Edward  HarvieHiil  Jr. 

Dr  Oren  Jerry  Hill  Jr 

Dr.  Richard  NorfleetHinesJr 

Dr  Steve  E  Hoffman 

Mf  Howard  Holdemess 

Dr  Jane  Robinson  Holt 

Dr  Larry  Ray  Holt 

Dr  William  E  Holt 

Dr  Charles  Wayne  Hoover 

Dr  Kenneth  Edward  Hornowski 

Dr  Allen  Lane  Hornthal 

DrBeniaminE  Houston  Jr 

Or  Clinton  W  Howard 

Df  James  B.  Howell 

Dr  Robert  E.  Rowland 

Dr  Warren  F  Hoyle 

Dr  Barrett  McKenzie  Hunter 

Dr  GroverC  Hunter  Jr 

Dr  M.Ray  Hunter 

Dr  Robert  Nolan  Hunter 

Dr  Alan  Watson  Irvin 

Dr  Steven  P  Irving 

Dr  Douglas  Jackson 

Mr  E  Eugene  Jackson 

Dr  Howard  Leon  James 

Or  Steven  Hugh  Jaynes 

Dr  Leonardo  Jewson 

Dr  Deborah  Kay  Johnson 

Dr  George  Terry  Johnson 

Dr  James  Bunyan  Johnson 

Dr  NumaC  Johnson  Jr 

Dr  Robert  Alan  Johnson 

Dr  Lloyd  Myron  Johnston 

Dr  Frank  Edgerton  Jones 

Lie  Gordon  Kempton  Jones 


Dr  Michael  Gray  Justice 

Mr  and  Mrs  GusKafant 

Dr  James  Dudley  Kaley 

Dr  William  Stanford  Kallam 

Ms  Susan  Kataoka 

Dr  Mark  Jay  Kalz 

Mr  andMfs  Karl  J  KeckJr 

Dr  Julian  L  Kelly 

Mrs  VaidenKendrick 

Dr  Jeffrey  Reynolds  Kennedy 

Df  John  Robert  Kesier 

Dr  James  George  Kessaris 

Or  Bruce  A  Ketner 

Dr  Rebecca  Susan  King 

MrW  ScoitKinlaw 

Dr  Lyie  Edward  Kirson 

Dr  Randolph  L  Kixmiller 

Dr  HillarR.Kollisl 

Or  Daniel  J.  Kolzet 

Dr  Samuel  Grady  Koonce  Jr. 

Dr  Paul  Harrison  Jennison  Krogh 

Dr  Walter  Kucaba 

Dr  David  S  Kuhre 

Dr  Gary  Ricahrd  Kushner 

Df  John  C.  Lanz 

Dr  Joseph  Franklin  Lalon 

Or  John  Jacob  Lauten  Jr 

Dr  Thomas  C  Lavrton 

Mr  H  Louis  Leal 

Dr  Robert  T  Leddy 

Mr  and  Mrs  Howard  J  Leech 

Ms  Christine  Anne  Leimone 

Dr  Ralph  Howard  Leonard  Jr 

Dr  Randy  Thomas  Lewis 

Captain  Luther  Truett  Lineberger 

Dr.  Pamela  Ann  Linker 

Mr  and  Mrs  Charles  Lochary 

Dr  Bobby  A.  Lomax 

Dr  Robert  Long 

DrJohnR  Lore 

Dr  John  Robert  Ludington  Jr 

Dr  Roger  Lundblad 

Dr  Cecil  Rhodes  Lupton 

Mr.  Kolam  V  Mam 

Dr  John  Kendall  Manley 

Dr.  Barry  E  Marshall 

Dr.  Mary  Ruth  Marshall 

Dr.  John  C.  Matunas 

Dr.  Kenneth  Nolan  May  Jr 

Dr  and  Mrs  Jeffrey  Paget  Mazza 

Dr  Alston  Jones  McCasIm  V 

Dr.  Scoti  Brinktey  McClanahan 

Dr  John  Kenneth  McCown 

Dr  Harold  N  McElhaney 

Dr  William TMcFatierlll 

Mr  and  Mrs  Bernard  A.  McGee  Jr 

Dr  David  Samuel  McGuire 

Dr  FredPMcGuire 

Dr.  Michael  Thomas  McKee 

Dr.  Charles  Knox  McMillan 

Dr  Brian  Patrick  McNulty 

Dr  Kenneth  Hunter  Meadows 

Dr  Van  Burgan  Meadows 

Dr  Frank  Arroyo  Mendoza 

Dr  Angela  Chavis  Mickey 

Ms  Beth  Sessoms  Miller 

Dr  David  Edward  Miller  Jr. 

Dr  Edward  Mark  Miller 

Dr  Joseph  L.  Miller 

Dr  Roy  A.  Miller  Jr, 

Dr  William  E.Milner  Jr. 

Dr  Glenn  Ernest  Minah 

Dr  Sue  Ann  Minneman 

Dr  Glenn  E  Minsley 

Mr  and  Mrs.  TylonO.  Mintz 

Dr  David  Michael  Modlin 

Dr  Eugene  Francis  Modlin 

Dr  Gary  Vincent  Monteith 

Dr  Wayne  L  Moore 

Dr.  Bernard  L.  Morgan 

Dr  Brad  Clinton  Morgan 

Dr  Mark  Sidney  Morgan 

Or  Sharon  Noble  Morgan 

Dr  William  C  Morgan  Jr, 

Dr  Francis  E  Morse 

Mf  and  Mrs  W.  L  Mullens 

Dr  Craig  W  Murray 

Dr  Frederick  Lee  Nance  III 

Mr  Clarences.  Newsome 

Mr  Grady  V  Nichols 

Mr  William  C  Nicholson 

Dr  William  Thomas  Norwood  Jr 

Dr  Leonard  Russell  Odham  Jr 

Dr  JohnN  Oliver 

Dr  N  Randolph  Oliver 

Ms  D  Connne  Papasikos 

Dr  George  G  Patterson 

Dr  Henry  B.  Paltefson 


Of  Steven  Russell  Patty 

Dr  RutaBergmams  Paulson 

Ms  MelanieVezina  Payne 

Dr  Leon  Charles  Peele  III 

Dr  Michael  Allen  Peele 

Dr  Walton  S  Peery  III 

Df  Richard  Raymond  Pence 

Dr  Robert  L  Perdue 

Dr  Phillip  Sterling  Perdue 

Ms  Barbara  Stockton  Perry 

Mr  Warren  Seipp  Perry 

Dr  Warren  Seipp  Perry  Jr 

Ms.  Cynthia  Mane  Pilcher 

Colonel  John  E.  Pomdexter 

Dr  Milton  George  Poulos 

Dr  Almond  Dwighl  Price 

Dr  Edward  DelanePnce 

Or  Larry  Edwin  Price 

Or.  Wilham  H  Price 

Or  Gary  Edward  Prillaman 

Ms  Suzanne  Prillaman 

Ms  Cynthia  Johnson  Proffit 

Dr  Charles  C  Ouarles 

Dr  WithamC  Rabe 

Dr  William  E  Rasberry 

Or  Alexander  Graham  Ray 

Or  Caleb  Richard  Redding 

Or  Ronald  Rehm 

Or  Thomas  Beauregard  Reid  Jr 

Dr  Glenn  Robert  Reigrod 

Dr  Timothy  A.  Richards 

Dr  Roy  Wyatt  Richardson  III 

Dr  Robert  Lee  Richardson  H 

Dr  AbnerF  Riggs 

Dr  William  F  Rinehart 

Dr  James  Harvey  Rogers 

Dr.  James  M.RuH 

Dr.  Frederick  Newman  Sager 

Dr  Phil  Snead  Sanders 

Ms.  Kay  Irvin  Sargent 

Or.  June  Bourne  Sayre 

Dr  Leslie  S.  Schlanger 

Or  Stephen  Lynn  Schroeder 

Ms.  Vickye  Secfist 

Dr  S.  W.  Shatter 

Dr,  Frank  Donald  Shapins 

Dr  Mark  Thompson  Shehan 

Dr  Frank  Wesley  Shelton  Jr 

Dr  and  Mrs.  HE  Shoat 

Ms  Joyce  Elizabeth  Sigmoh 

Dr  Myron  S.  Silverman 

Dr  Larry  Oean  Simmons 

Dr  Wilson  Frederick  Simmons 

Mrs.  Ruth  A.  Simon 

Df  David  Murray  Simpson 

Ms.  Suzanne  L  Simpson 

Dr  Wilham  Mark  Sivley 

Dr  John  Harrison  Slaughter  III 

Dr  Eldon  Flimmon  Sloan  Jr 

Dr  E  Thompson  Smith  Jr 

Dr  Hal  Hennessee  Smith  Jr. 

Mr  andMrs.  Richard  F.  Smith 

Dr  Wilham  James  Sowrter 

Dr  Dale  Edward  Spencer 

Dr  Stephen  C  Spiegler 

Dr  Carol  Jean  Spfati 

Mr  and  Mrs  Frank  W.  Steger 

Ms.  Susan  Borgschuize  Stephens 

Dr  Lucas  E  Stevens 

Ms.  Linda  Stewart 

Dr.  Johnny  Ray  Stike 

Mr  and  Mrs  John  T  Stokes 

Dr  William  James  Stoppelbein 

Dr  William  A  Streift 

Dr  Wilham  Douglas  Strickland 

Dr  George  J  SluartJr 

Dr  Thomas  E.  Stump 

Dr  John  Roger  Sturdevant 

Dr  Charles  H  Sugg 

Of  Robert  Whittmgton  Sugg 

Mr  Morns  Sutherland 

Dr.  George  Edward  Sutton 

Df  ThomasJ.  Swilling 

Or  Clyde  Leslie  Taylor 

Dr  F  Wilham  Taylor 

Or  Herman  Leroy  Taylor  III 

Mrs  Mavis  A.  Taylor 

Or  William  Patrick  Tennant 

Or.  Harvey  Kay  Thompson 

Of  James  CectI  Thompson 

Or  Milton  S  Thurston 

Ms.  Bonnie  Tolson 

Mr  JohnZachanasTouloupas 

Ms  Martha  Ham  Townes 

Of  Julian  S  Trail 

Or  Augustine  Washington  Tucker 

Of  Gerald  Pinkney  Turner 

Dr  Larry  J  Turner 


Dr  Remus  Sirother  Turner  Jr 

Dr  Sharon  Pullen  Turner 

Dr  Reuben  Gray  Tuttle  III 

Dr  Kevin  Comer  Upton 

Mr  John  Van  Gurp 

Dr  Thomas  R  VaughanJr 

Dr  Douglas  Alfred  Veazey 

Dr  Thomas  Martin  Vicars  Jr 

Dr  Henry  L  Vruwink 

Df  John  Douglas  Walters 

Dr  William  Graham  Ware  Jr 

Dr  Catherine  Ann  Walkins 

Dr  Thomas  Carter  Waits 

Dr  Thomas  Frederick  Webb 

Dr  Thomas  Carlton  Webster 

Dr  Douglas  BrockmanWellons 

Dr  Carey  T  Wells  Jr 

Dr  Frank  S  Wells 

Dr  George  Otto  Wells  Jr 

Mr  Donald  Wendell 

Dr  Michael  Edward  Werner 

Dr  Larry  H  West 

Dr  Oonald  Leigh  Wesibrook 

Dr  Millard  Winston  Wester  III 

Df  Stuart  Hall  Whiddon 

Or  Benjamin  Alexander  White  Jr 

Or  Roben  Dean  White 

Mrs.  Elizabeth  W  Whitungton 

Of  William  James  Wiggs 

Dr  Jabez  Herring  Williams  Jr 

Dr  James  Bradley  Williams 

Dr  Larry  Albert  Wilhams 

Dr  Michael  D  Williams 

Df  Wilham  Edward  Williams 

Mr  and  Mrs  James  Willock 

Dr.  James  K  Wilson 

Or.  Noah  Rouse  Wilson  III 

Or  Wilham  Danford  Wilson 

Dr  Clement  Benson  Woodard 

Or  Warden  Lewis  Woodard  Jr 

Or  Ernest  E.  Wooden  III 

Or  Robert  Louis  Woods 

Mrs.  Margaret  S  Woodward 

Mrs.  Roben  Woodward 

Or  Bobby  Gene  Woolen 

Ms  Annie  L  Wright 

Or  Henry  Neil  Wright 

Or  James  G  Wright 

Mr.  Ralph  A.  Young 

Or  Henry  Stanley  Zaytoun  Jr 

Or  Robert  BynumZiglarJr 


CORPORATE 
DONORS 

Alpha  Omega  Foundation 

The  American  Fund  for  Dental  Health 

Carroll  Dental  Laboratories 

Charlotte  Laboratory,  Inc 

Fifth  District  Dental  Society,  Thomas 

P  Hinman  Dental  Meeting 
Fifth  District  Dental  Society 
Gaston  County  Dental  Society 
Kerr  Manufacturing  Company 
LeaandFebiger 
National  Dairy  Council 
NC  Dental  Assistants'  Association 
NC  Dental  Hygiemsts  Association 
NCNB  Corporation  Chanties 
North  Carolina  Dental  Society 
Pelton  and  Crane 
Piedmont  Society  tor  Advanced 

Dental  Studies 
Richmond  Dental  Cotton  Company 
Sandhills  Dental  Study  Club 
Southern  Society  of  Orthodontists 
Tennessee  Academy  of  Endodontists 
The  Pew  Memorial  Trust 
United  Way  of  the  National  Capital 

Area 
University  of  Toronto 


MEMORIAL 
GIFTS  received 
between  July  1985  and 
June  1986 

IN  MEMORY  OF 
/Given  By 

CHARLIE  ASHE 

Dr  andMrs  William  A  Current 
DONALD  BAMBAUER 

Drs  Woolen  Moser  and 
Gallisdorler  and  Slall 
A  L  BARBEE 

Dr  andMrs  William  A  Current 
DR  LEONARDS  BARBER  JR 

First  Disirid  Dental  Society 

North  Carolina  Dental  Society 
HENRY  BISSELL 

Dr  and  Mrs  Frederick  H  Howdy 
DR  THOMAS  L  BUIR 

North  Carolina  Dental  Society 

Dr  andMrs  Harry Spillman 

Dr  andMrs  RoOeriM  Wilkinson 
COMMODORE  BROWN 

Dr  Robert  W  Sugg 
DR  GEOFFREY  C  BROWN 

North  Carolina  Denial  Society 
DR  DALE  H  BUTCHER 

North  Carolina  Dental  Society 
JAMES R  BURCHAM 

Drs  Wooten,  Moser  and 

Gallisdorler  and  Stall 

CHARLES  LEROY  BYERLY 

Dr  David  R  Hinkle 
DR  ROBERT BYERLY 

North  Carolina  Dental  Society 
JACKS  CAMPBELL 

Dr  Charles  W  Horton 
NOAH  WAYNE  CANNOYSR 

Drs  Wooten,  Moser.  and 
Gallisdorler  and  Stall 
DONALD  J  CHIPMAN 

Dr  David  R  Hinkle 
JEANCLINARD 

Dr  David  R  Hinkle 
DR  MARSHALL  B  CORL 

Dr  Mark  J  Kalz 
DR  JAMES  MORRIS  CURFMAN 

Dr  Mark  Richard  Colin 
NANCY  TEAGUE  DAVIS 

Dr  David  R  Hinkle 
CARRIE  DRANE 

Drs  Wooten  and  Moser 
CHARLES  DUNCAN 

Dr  David  R  Hinkle 
JOHN  CALVIN  FREEMAN 

Depanment  of  Operative  Dentistry 

Dr  C  L  Sockwell 
DR  CLEVELAND  FLOYD 

First  District  Dental  Society 

Gaston  County  Dental  Society 

North  Carolina  Dental  Society 
PETERS  GILCHRIST  JR 

Dr  Jacob  B  Freedland 
MRS  JAMES  H  HARRELL,  SR 

Dr  Charles  W  Morion 

Dr  Ralph  A  Young 
DR  ROY  B  HARRELL 

Dr  Gavin  G  Harrell 

Dr  James  A  Harrell,  Sr 

Dr  Charles  W  Honon 
NICKHAYMORE 

Drs  Woolen.  Moser  and 
Gallisdorler  and  Slall 
BETTY  HELSABECK 

Dr  Kenneth  H  Meadows 
ALICE  HEMPHILL 

Drs  Wooten,  Moser  and 
Gallisdorler  and  Slall 
LEZAHENDRIX 

Drs  Wooten,  Moser  and 
Gallisdorler  and  Stall 
DR  EDWARD  HISSEH 

Dr  Michael  W  Sheets 
DR  LAWRENCE  BYERLY  HOLT 

Or  David  R  Hinkle 
KAREN  SUE  HOSTETLER 

Drs  Wooten,  Moser  and 
Gallisdorler  and  Slall 
ANN  INGRAM 

Drs  Wooten,  Moser,  and 

Gallisdorler  and  Stall 

OR  BEVERLY  N  JONES 

Or  and  Mrs  Kenneth  H  Meadows 


OR  C  EDGAR  JONES 

Noah  Carolina  Dental  Society 

Dr  William  A  Mynalt 
C  W  KIRK 

Drs  Woolen  Moser,  and 
Gallisdorler  and  Stall 
MOLLY  LAWRENCE 

Dr  and  Mrs  Roben  E  Chamtwrs 
DR  GLENN  A  LA2ENSYJH 

Nonh  Carolina  Dental  Society 

Or  Roben  W  Sugg 
MILLICENT  HARRIS  LUPTQN 

Dr  and  Mrs  Roger  E  Baaon 

Dr  andMrs  Frederick  H  Howdy  Jr 

Dr  Raymond  P  While.  Jr 
0  A  LYNCH 

Dr  David  R  Hinkle 
A  J  MANNING 

Dr  and  Mrs  Frederick  H  Howdy. 
Sr 
JOHN  MARSH 

Or  William  E  flasoerry 
ADELAIDE  McCain 

Drs  Woolen,  Moser  and 

Gallisdorler  and  Slall 

AUSTIN  0  McGUIRE.SR 

Drs  Wooten,  Moser  and 
Gallisdorler  and  Stall 
NELLIE  MEADOWS 

Dr  David  R  Hinkle 
OR  PHILLIP  MELVIN 

Dr  David  R  Hinkle 
MRS  DON  MILLS 

Dr  andMrs  Cecil R  Lupton 
ED  MORRIS 

Drs  Woolen  and  Moser 
OR  S  EVERETT  MOSER 

Roben  E  Chambers 
JENNIE  WELLS  WUGHAN  NEWSOME 

Dr  andMrs  Kenneth H  Meadows 
JACK  OSBORNE 

Or  Raymond  P  While.  Jr 
LENA  ROBERTS 

Or  Robert  W  Sugg 
DR  GRADY  L  ROSS 

Mrs  VaiderS  Kendrick 

Nonh  Carolina  Denial  Society 
DR  CLAUDE  A  SHERRILL 

First  District  Denial  Society 
CHARLES  SIDES 

Or  David  R  Hinkle 
WILSON  SIMMONS 

Dr  David  R  Hinkle 
BETTY  SIMS 

Drs  Woolen.  Moser,  and 
Gallisdorter  and  StaH 
RESSIESLUDER 

Dr  andMrs  RdgerE  Barton 
IRWIN  SMITH 

Or  David  R  Hinkle 
MRS  H  B  STIMPSON  SR 

Ors  Wooten,  Moser  and 
Gallisdorler  and  StaH 
THOMAS  R  STYERS 

Or  David  R  Hinkle 
HENRY E  SWANZEY 

Charloiie  Laboratory  Inc 
PHILLIP  TRAUSOU 

Drs  Woolen,  Moser  and 
Gallisdorler  and  Slall 
GERTRUDE  C  WALKER 

Dr  Thomas  B  Reid,  Jr 
J  R  WARD 

Dr  Ralph  A  Young 
DR  CAREY  T  WELLS.  SR 

Dr  William  A  Mynalt 

North  Carolina  Dental  Society 
DR  PERRY  BYNUMWHITTINGION 

Josephines  Gay 

Mr  and  Mrs  Howard  Holdemess 

Dr  JohnR  Lore 

Nonh  Carolina  Dental  Society 

Or  and  Mrs  S  W  Shatter 

Margaret  A  Woodward 

Mrs  Robert  Woodward 
MAUOE  WILKINSON 

Or  OavidR  Hinkle 
DR  PHILW  WINCHESTER 

First  Oislrid  Denial  Society 

Nonn  Carolina  Dental  Society 
BOY  W  WISE.  SR 

Drs  Wooten,  Moser  and 
Gallisdorler  and  Stan 
OR  T  R  ZIMMERMAN 

North  Carolina  Dental  Society 
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Brauer  Hall 


Jacob  B.  Freedland 

Professor  of  Endodontics 

Named 


Dr.  Gurtnar  Bergenholtz 


Beck  Appointed 

Chairman  of 

Dental  Ecology 


Ben  D.  Barker,  Dean  of  the  School  of 
Dentistry  at  the  University  of  North 
Carolina  at  Chapel  Hill,  recently  an- 
nounced  the  appointment  of  Dr.  Gunnar 
Bergenholtz  as  the  first  Jacob  B. 
Freedland  Professor  of  Endodontics  in 
the  School  of  Dentistry. 

The  Chair  honors  Charlotte  practi- 
tioner. Dr.  Jacob  B.  Freedland,  a  part- 
time  faculty  member  of  the  UNC  School 
ot  Dentistry  since  1964.  A  recognized 
leader  in  dental  health  care  throughout 
North  Carolina  and  the  nation.  Dr. 
Freedland  has  served  as  Director  of  the 
American  Board  of  Endodontics,  Direc- 
tor of  the  American  Academy  of  Dental 
Practice  Administration  and  President 
of  the  American  Institute  of  Oral 
Sciences.  He  also  received  the 
Distinguished  Alumnus  Award  from  the 
University  of  North  Carolina  at  Chapel 
Hill  in  1979,  and  currently  serves  as 
Consultant  for  Education  in  Geriatric 
Dentistry  with  the  Charlotte  Area 
Health  Education  Center. 

Chancellor  Christopher  C.  Fordham 
III  of  the  University  of  North  Carolina 
at  Chapel  Hill  said,  "The  establishment 
of  the  Jacob  R.  Freedland  Professorship 
IS  a  tribute  to  a  great  man  who  has  made 
a  significant  contribution  to  this  Univer- 

James  D.  Beck  has  been  appointed 
Professor  and  Chairman  of  the  Depart- 
ment of  Dental  Ecology  in  the  School  of 
Dentistry. 

When  making  the  announcement. 
Dean  Ben  D.  Barker  stated,  "Jim  Beck  is 
arguably  one  of  the  nation's  outstanding 
leaders,  scholars,  and  teachers  in  com- 
munity health.  We  expect  his  leadership 
both  within  and  outside  of  the  Universi- 
ty to  contribute  significantly  to  the 
health  and  quality  of  life  for  all  North 
Carolinians." 

Beck  formerly  was  Professor  and 
Chairman  of  the  Department  of  Preven- 
tive and  Community  Dentistry  at  the 
University  of  Iowa  College  of  Dentistry. 

Chapel  Hill  is  a  familiar  place  to  Beck. 
The  Chicago,  Illinois  native  received  his 
bachelor's  degree  m  psychology  from 
UNC  m  1964,  his  master's  degree  in 
epidemiology  from  the  UNC  School  of 
Public  Health  in  1967  and  his  doctorate 
from  the  University  in  1969. 

He  lectured  in  the  UNC  School  of 


sity,  and  to  the  dental  health  of  the 
citizens  of  this  state  and  nation.  I  am 
delighted  with  the  appointment  of  Dr. 
Gunnar  Bergenholtz  as  the  first  holder 
ot  this  honor  and  look  forward  to  the 
achievements  that  Dr.  Bergenholtz  will 
undoubtedly  make  through  the  Chair." 

Dr.  Bergenholtz  has  been  on  the  facul- 
ty of  the  School  of  Dentistry  since  1984 
when  he  was  appointed  Professor  and 
Chairman  of  the  Department  of 
Endodontics.  Educated  in  Sweden, 
where  he  later  served  as  Chairman  of 
the  Department  of  Oral  Diagnosis, 
Faculty  of  Odontology  at  The  Universi- 
ty of  Gothenburg,  "Bergenholtz  has 
brought  a  new  vision  to  the  Department 
and  School  of  Dentistry.  He  has  organ- 
ized and  implemented  a  departmental 
research  program,  established  the  R.J. 
Shankle  Lecture  Series,  and  reshaped 
the  predoctoral  program  in  dental  pulp 
biology  and  endodontic  therapy.  He  is  a 
widely  published  scholar  in  his  field," 
Barker  said. 

The  Jacob  B.  Freedland  Professorship 
was  established  through  contributions 
from  the  Freedland  family,  and  his  many 
admirers  and  friends  throughout  the 
nation  and  the  world. 


Social  Work  for  a  year  before  going  to 
the  University  of  Louisville  in  1969  as 
an  Assistant  Professor  of  Community 
Dentistry.  At  Louisville,  Beck  also 
directed  the  Dental  School  Computer 
Center. 

In  1972,  he  moved  to  the  University 
of  Kentucky  to  accept  faculty  appoint- 
ments in  the  Departments  of  Communi- 
ty Dentistry,  Community  Medicine,  and 
Behavioral  Sciences. 

From  1971  to  1974,  Beck  served  as 
Director  of  Evaluation  and  Education, 
Acting  Executive  Director  and  Deputy 
of  the  Hunter  Foundation  for  Health 
Care,  Inc.  As  Deputy  Director,  Beck 
oversaw  the  administration  of  the 
foundation,  a  health  maintenance 
organization. 

In  1974,  Beck  v^'ent  to  Southern 
Illinois  University  as  an  Associate  Pro- 
fessor in  the  Department  of  Health 
Systems  Research  and  Director  of 
Research  and  Evaluation. 

Beck  joined  the  University  of  Iowa 


D      R 


Winter  1987 


Simpson  Named 

Chairman 

Department  of 

Periodontics 


Dr.  David  Simpson 


Nesbit  Presented 
Hunt  Avv^ard 


College  of  Dentistry  in  1977  as 
Associate  Professor  of  Preventive  and 
Community  Dentistry.  He  was  named 
Chairman  of  the  Department  of  Preven- 
tive  and  Community  Dentistry  in  1980. 

Beck  IS  President  of  the  American 
Association  of  Public  Health  Dentistry, 
a  member  of  the  board  of  the  American 
Society  for  Geriatric  Dentistry,  and  a 
former  President  of  the  Behavioral 
Science  Section  of  the  International 
Association  for  Dental  Research. 

He  is  also  a  member  of  the  American 
Public  Health  Administration,  the 
Gerontological  Society,  the  Society  for 
Epidemiologic  Research,  the  Behavioral 


Dr.  David  M.  Simpson  ('66)  has  been 
named  Chairman  of  the  Department  of 
Periodontics  at  the  UNC  School  of  Den- 
tistry. Dean  Ben  D  Barker  made  the 
announcement  recently  and  said,  "Dr. 
Simpson  brings  a  wealth  of  leadership 
skills  and  energy  to  this  Department, 
and  I  look  forward  to  working  with  him 
to  align  the  programs  of  the  Department 
with  the  emerging  strategic  plans  of  the 
School." 

Dr.  Simpson  received  both  his  B.S.  and 
D.D.S.  degrees  from  the  University  of 
North  Carolina  at  Chapel  Hill.  He  then 
received  his  Certificate  in  Penodon- 
tology  from  the  University  of  Washing- 
ton where  he  later  eanred  his  Ph.D.  in 
Experimental  Pathology. 


Dr.  Samuel  P.  Nesbit,  Associate  Pro- 
fessor, Department  of  Oral  Diagnosis  at 
the  UNC  School  of  Dentistry,  received 
the  School's  1986  Richard  E  Hunt 
Memorial  Award  tor  Excellence  m 
Undergraduate  Teaching. 

The  award  was  presented  by  Dean 
Ben  D  Barker  at  the  School's  Spurgeon 
Awards  Banquet. 

The  Richard  F.  Hunt  Memorial 
Award  is  presented  for  significant 
contributions  to  excellence  in  under- 
graduate teaching.  It  is  sponsored  by  the 
Loblolly  Study  Club  of  Rocky  Mount  in 
memory  of  its  founder,  Richard  F.  Hunt, 
a  1955  graduate  of  the  UNC  School  of 


Scientists  in  Dental  Research  and  the 
American  Association  of  Dental 
Schools. 

His  main  area  of  research  is  geriatric 
dentistry  and  dental  epidemiology,  a 
field  in  which  he  has  published 
numerous  articles.  He  has  also  served  as 
a  consultant  to  several  national  organiza- 
tions including  the  Veterans'  Adminis- 
tration Working  Group  on  Geriatric 
Dentistry,  the  Division  of  Dentistry  in 
the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare,  and  the  Division  of 
Dentistry  for  the  United  Auto  Workers 
Prepaid  Dental  Study. 


A  native  North  Carolinian,  Dr.  Simp- 
son returned  to  Chapel  Hill  in  1973 
when  he  joined  the  faculty  of  the  School 
of  Dentistry  as  an  Assistant  Professor  in 
the  Department  of  Periodontics.  He 
became  an  Associate  Professor  of  that 
Department  in  1976  and  reached  the 
rank  of  Full  Professor  in  1985.  He  has 
directed  the  graduate  program  in 
Periodontics  since  1979,  and  his 
research  has  focused  on  histopathology 
and  pathogenesis  of  periodontal  disease 
and,  most  recently,  wound  healing  of  the 
periodontal  tissue. 

Dr.  Simpson  is  married  to  Suzanne 
Landis  Simpson  and  has  two  children, 
David  and  Laura. 


Dentistry.  The  first  award  was 
presented  in  1969. 

While  the  recipient  may  be  recognized 
for  the  quality  of  teaching  service  over  a 
period  of  years,  it  is  basically  intended 
to  recognize  contributions  during  the 
year  under  review.  Those  honored  have 
demonstrated  "knowledge  of  subject 
matter,  interest  in  students,  a  positive 
attitude  toward  work  and  scholarship 
and,  above  all,  truth". 

Nesbit  is  a  graduate  of  Case  Western 
Reserve  University  School  of  Dentistry. 
He  received  a  Master  ot  Science  in  Oral 
Diagnosis  and  Radiology  from  the 
University  of  Michigan.  He  is  a  member 
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Dr.  Sam  T^esbit 


UNC  School  of  Dentistry 

Host  Summer  Minority 

Research  Apprentice 

Program 


Summer  Apprentice  Program  Participants 


of  Omicron  Kappa  Upsilon  Honorary 
Dental  Society  and  was  the  recipient  ot 
the  Paul  Gibbons  Instructor  of  the  Year 


Radiology  Consultation 
Service 

The  Section  ot  Oral  Radiology  of  the 
UNC  School  of  Dentistry  is  pleased  to 
offer  a  new  service  to  the  dental  clini- 
cians of  our  state.  A  radiology  con- 
sulting service,  patterned  after  the  oral 
pathology  biopsy  service,  is  available  to 
help  evaluate  and  interpret  radiographs 
presenting  unusual  or  difficult  diagnostic 
problems.  The  referring  clinician  may 
submit  the  radiographs  along  with  a 
completed  radiology  consultation  re- 
quest which  will  include  necessary 
demographic  data  and  clinical  history. 
The  films  will  be  reviewed  by  a  member 
of  the  Section  of  Oral  Radiology  who 
will  provide  a  written  report  that  in- 
cludes a  radiographic  interpretation,  a 
differential  diagnosis,  and,  if  appropri- 
ate, recommendation  for  additional 


Six  North  Carolina  students  spent  the 
summer  as  Minority  Research  Appren- 
tices at  the  UNC  School  of  Dentistry. 
The  SIX  students  were  Audris  Beasley  of 
Cedar  Grover,  a  student  at  Orange  High 
School;  Joli  Faribault  of  Hillsborough, 
also  a  student  at  Orange  High  School; 
Alisa  Hughley  of  Durham,  a  student  at 
The  School  of  Science  and  Math;  Saju 
Joy  of  Durham,  a  student  at  Jordan  High 
School;  Wesley  Schooler  of  Durham,  a 
student  at  The  School  of  Science  and 
Math;  and  Patti  Thompson  of  Hills- 
borough, a  student  at  Orange  High 
School.  The  faculty  members  with 
whom  the  students  worked  were  in- 
volved in  health-related  research  and 
were  committed  to  developing  in  the 
students  both  understanding  ot  the 
research  in  which  they  participate  and 
the  technical  skills  involved. 

Through  the  School  of  Dentistry's 
Minority  High  School  Research 
Apprentice  Program,  the  6  students 
worked  in  laboratories  at  the  UNC  Den- 
tal Research  Center.  In  addition  to 
hands-on  laboratory  work  with  faculty 
members,  these  students  participated  in 
career  development  seminars  as  well  as 
research  center  seminars  and  were  also 


Award  in  1982  at  the  University  of 
Michigan  School  of  Dentistry. 


radiographs  or  laboratory  tests.  The 
original  films  will  be  returned  to  the 
clinician  along  with  the  radiology  report. 

While  this  service  is  aimed  primarily 
to  help  the  dentist  with  difficult 
diagnostic  problems,  the  Section  of  Oral 
Radiology  is  also  available  to  help  the 
clnician  solve  difficult  or  recurring 
technical  problems.  Clinicians  may  sub- 
mit sample  films  that  demonstrate  the 
problem  along  with  a  "history"  of  the 
problem  and  in  turn  will  receive  a  writ- 
ten report  that  provides  a  "differential 
diagnosis"  of  the  problem  and  a  series  of 
recommended  steps  to  correct  the 
problem. 

The  fee  for  this  ser\'ice  will  be  $20.00. 
For  additional  information  and  consulta- 
tion request  forms  contact:  Dr.  Mel  L. 
Kantor,  Section  of  Oral  Radiology,  UNC 
School  of  Dentistry  209H,  Chapel  Hill, 
NO  27514,  (919)966-2766. 


involved  in  portions  of  the  summer  col- 
lege enrichment  program  for  minority 
students  thinking  of  careers  in  medical 
or  dental  professions.  The  selection  pro- 
cess for  the  paid  internship  was  a 
rigorous  one  and  only  6  of  the  22 
program  applicants  were  invited  to 
participate. 

Beasley  and  Schooler  worked  with  Dr. 
Jacob  Hanker  on  a  project  involving 
looking  at  blood  smears  and  scoring 
them  for  enzyme  activity  after  exposure 
to  ionizing  radiation.  Faribault  and 
Thompson  worked  with  Dr.  Duane 
Taylor  and  Dr.  Steve  Bayne  on  a  project 
involving  evaluating  methods  for  using 
filling  materials.  Hughley  worked  with 
Dr.  Jim  Bawden  on  a  project  involving 
evaluating  levels  of  fluoride  in  different 
tissues  using  8-day  old  rat  pups.  Joy 
worked  with  Dr.  James  Coffey  on 
research  involving  gathering  protein 
assays  on  mice  to  see  different  concen- 
tration during  the  day. 

The  program  gives  the  participants  an 
opportunity  to  explore  their  career  in- 
terests by  interacting  with  faculty 
members  in  the  School  of  Dentistry  as 
well  as  conversing  with  dental  students 
about  the  profession  of  dentistry.  These 
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research  experiences  are  teaching  the 
students  how  to  work  efficiently  in  lab 
settings  as  well  as  strengthening 
laboratory  skills.  The  research  appren- 
tices  are  seniors  in  high  school  and  are  in 
the  process  of  making  decisions  about 
their  selection  of  colleges  to  attend  upon 
graduation. 

Dr.  Ken  May,  Director  of  the  Admis- 
sions and  Student  Affairs  at  the  School 
of  Dentistry,  and  Dr.  David  McNair, 
Director  of  Counseling  Services  at  the 
School  of  Dentistry  are  coordinating  the 
program.  "The  purpose  of  the  apprentice 
program,"  May  comments,  "is  to  stimu- 
late a  broader  interest  in  minority  high 
school  students  in  careers  in  science. 


Ability  and  scholastic  accomplishment 
are  important  factors  in  the  selection  of 
students.  Through  participation  in  the 
program  and  exposure  to  many  aspects 
of  dentistry,  we  hope  these  students  will 
develop  an  interest  in  pursuing  a  career 
in  dentistry.  The  program  is  part  of  an 
overall  effort  to  enhance  minority 
presence  in  the  School  of  Dentistry  and 
minority  representation  withm  the 
state." 

The  8-week  program  was  funded  by  a 
federal  grant  from  the  Department  of 
Health  and  Human  Ser\-ices  for  four  of 
the  apprentices,  and  a  grant  from  The 
Howard  University-Rockefeller  Founda- 
tion Program  for  the  other  apprentices. 


Faculty 
Updates 


James  D.  Bader  has  received  a  joint  ap- 
pointment at  the  rank  of  Clinical 
Associate  Professor  in  the  Department 
of  Health  Policy  and  Administration. 
His  primary  appointment  is  as  Research 
Associate  Professor  in  the  Department 
of  Dental  Ecology. 

E.  Dail  Ballard  has  been  appointed 
Clinical  Instructor  of  the  Departments 
of  Medical  Allied  Health  Professions 
(primary)  and  Dental  Ecology 
(secondary). 

James  W.  Bawden  (Pediatric  Dentistry) 
recently  presented  an  AHEC  Continu- 
ing Dental  Education  Course  at  the 
Greensboro  AHEC  entitled  "Uptake  of 
Fluoride  and  Prevention". 

Richard  A.  Beane,  Jr.  has  recently  been 
appointed  Clinical  Associate  Professor 
in  the  Department  of  Orthodontics. 
Beane  is  in  private  practice  in  Durham. 

William  B.  Brunk  (71)  (Ortho  73)  has 
been  appointed  Clinical  Assistant  Pro- 
fessor in  the  Department  of  Orthodon- 
tics, and  he  practices  in  Raleigh. 

Miles  Crensliaw  (Pediatric  Den- 
tistry/Research) recently  presented  lec- 
tures on  the  development  of  enamel  at 
Forsyth  Dental  Center,  McGill  Univer- 
sity, and  the  University  of  Montreal. 
Adrian  Lussi  from  the  Department  of 
Operative,  Preventive,  and  Pediatric 
Dentistry  at  the  University  ot  Bern, 
Switzerland  will  be  with  Dr.  Crenshaw 
in  the  Dental  Research  Center  tor  the 
next  12-18  months  as  a  Research 
Scholar.  Dr.  Lussi's  visit  is  supported  by 
the  Swiss  National  Foundation  tor  the 
Promotion  ot  Research. 


Dinae  Dilley  (Pediatric  Dentistry) 
presented  a  program,  "Traumatic  Injury 
of  Teeth  and  Oral  Structures"  to  the 
Gateway  Dental  Study  Club. 

Gary  J.  Dilley  (Ortho  '83)  has  been  ap- 
pointed at  the  rank  of  Clinical  Assistant 
Professor  in  the  Department  of  Ortho- 
dontics. Dilley  practices  in  Gary. 

Judith  A.  Disney  has  been  appointed 
Research  Assistant  Professor  in  the 
Department  of  Dental  Ecology. 

Carol  Drinkard  (Pedo  79)  (Pediatric 
Dentistry)  recently  attended  "The 
Regional  Career  Conference  for  the 
West"  which  was  held  at  the  University 
of  California  School  of  Dentistry  in  San 
Francisco.  She  chaired  the  Committee 
which  organized  the  conference,  the  first 
of  three  regional  career  conferences  co- 
sponsored  by  the  Council  of  Faculties, 
American  Association  of  Dental 
Schools,  and  the  International  College  of 
Dentists.  The  day-long  program  was 
organized  for  dental  students  and  recent 
dental  graduates  to  provide  information 
on  a  number  ot  different  career  options 
including  private  practice,  non- 
traditional  practices,  unitormed  services, 
public  health,  academic  dentistry,  and 
research.  There  were  more  than  300 
participants  from  the  west  coast  dental 
schools.  Dr.  Drinkard  also  recently 
presented  an  AHEC  Continuing  Dental 
Education  Course  in  Fayetteville 
entitled  "Diagnosis  and  Treatment  ot 
Dental  Trauma  in  Children" 

George  C.  Dudney  has  been  appointed 
at  the  rank  ot  Adjunct  Assistant  Pro- 
fessor in  the  Department  ot  Dental 
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Dr.  Ronald  J.  Hunt 


Dr.  R\chard  Jordan 


Ecology.  He  primary  appointment  as 
Adjunct  Professor  in  the  Department  of 
Health  Policy  and  Administration. 

Henry  W.  Fields  has  received  a  promo- 
tion to  the  rank  of  Professor  in  the 
Department  of  Pediatric  Dentistry. 

Richard  C.  Graves  has  received  a  joint 
appointment  at  the  rank  of  Clinical 
Associate  Professor  in  the  Department 
of  Health  Policy  and  Administration  at 
UNC.  His  primary  appointment  is  as 
Research  Associate  in  the  Department 
of  Dental  Ecology  with  a  secondary 
appointment  as  Research  Associate  Pro- 
fessor in  the  Department  of 
Epidemiology. 

William  H.  Gurley,  ill  (71)  (Ortho  '81) 
has  been  appointed  Clinical  Assistant 
Professor  in  the  Department  of  Ortho- 
dontics. Gurley  is  in  private  practice  in 
Raleigh. 

Herald  0.  Heymann  (78)  (Operative 
Dentistry)  has  recently  presented  pro- 
grams on  "Conservative  Esthetic  Bond- 
ing; Materials  and  Techniques"  for  the 
Bowman  Gray  School  of  Medicine  at  a 
meeting  in  Myrtle  Beach,  SC;  "Indirect 
Veneering  Techniques  with  Composite 
Resins"  to  the  American  Academy  of 
Esthetic  Dentistry  in  Colorado  Springs, 
CO;  "Current  Concepts  in  Conservative 
Esthetic  Dentistry"  to  continuing  educa- 
tion participants  at  the  Walter  Reed 
Army  Hospital  in  Silver  Springs,  MD; 
and  "Current  Concepts  in  Veneering 
Techniques  with  Composite  Resins"  as 
well  as  serving  as  a  panelist  at  the  Inter- 
national Symposium  on  Lamiante 
Systems  in  Philadelphia,  PA. 

Janet  C.  Holland  (DH  74)  (DATE  "81) 
has  been  notified  she  will  be  appointed 
to  the  Rank  of  Clinical  Assistant  Pro- 
fessor in  the  Department  of  Dental 
Ecology  effective  January  1,  1988. 

Ronald  J.  Hunt  has  recently  been  ap- 
pointed Associate  Professor  in  the 
Department  of  Dental  Ecology.  Dr. 
Hunt  received  his  D.D.S.  and  M.S.  in 
Community  Dentistry  and  Dental  Pub- 
lic Health  at  the  University  of  Iowa  Col- 
lege of  Dentistry.  His  thesis  was  entitled 
"Diffusion  of  A  Dental  Innovation:  Pit 
and  Fissure  Sealants".  Prior  to  joining 
the  faculty  at  UNC,  he  was  Associate 
Professor  m  the  Department  of  Preven- 
tive and  Community  Dentistry  at  the 
College  of  Dentistry  at  the  University  of 
Iowa.  Hunt  has  successfully  completed 
the  certifying  examination  for  the 
specialty  of  dental  public  health  and  is 


now  a  diplomate  of  the  American  Board 
of  Dental  Public  Health. 

Richard  D.  Jordan  (72)  (Pros  77)  has 
recently  received  an  appointment  as 
Associate  Professor  in  the  Department 
of  Removable  Prosthodontics  for  a  five- 
year  term.  Prior  to  joining  UNC,  he  was 
Associate  Professor  m  the  Department 
of  Fixed  Prosthodontics  at  the  Universi- 
ty of  Iowa.  As  a  resident  of  UNC,  he 
was  a  Maxillofacial  Fellow.  Jordan  was 
formerly  in  private  practice  in 
Statesville. 

James  D.  Kaley  ('68)  (Ortho  "70)  has 
been  appointed  Clinical  Assistant  Pro- 
fessor in  the  Department  of  Orthodon- 
tics. He  IS  in  private  practice  in 
Greensboro. 

R.  Denby  Lewis  has  been  appointed  at 
the  rank  of  Clinical  Associate  Professor 
in  the  Department  of  Endodontics.  He  is 
in  private  practice  in  Danville,  Virginia. 

Sandra  Madison  ('78)  has  been  ap- 
pointed Assistant  Professor  in  the 
Department  of  Endodontics.  She 
received  her  B.S.  in  Dental  Hygiene  at 
the  University  of  North  Carolina  at 
Chapel  Hill  as  well  as  her  M.P.H.  and 
D.D.S.  degrees.  She  participated  m  the 
General  Practice  Residency  program  at 
the  Iowa  City  VA  Medical  Center  in 
Iowa  City,  Iowa  and  received  her  Cer- 
tificate and  M.S.  in  Endodontics  at  the 
University  of  Iowa  College  of  Dentistry. 
She  became  certified  as  a  Diplomate  of 
the  American  Board  of  Endodontics  in 
1985.  Prior  to  joining  the  UNC  faculty, 
she  was  Graduate  Program  Director  and 
Assistant  Professor  in  the  Department 
of  Endodontics  at  the  College  of  Den- 
tistry at  the  University  of  Iowa.  She  was 
in  the  private  practice  of  Endodontics  in 
Statesville,  North  Carolina  in 
1982-1983. 

George  Maryniuk  has  been  appointed 
Assistant  Professor  in  the  Department 
of  Fixed  Prosthodontics.  He  received  his 
D.D.S.  degree  from  the  University  of 
Detroit  and  his  Certificate  in  Prostho- 
dontics at  Tufts  University  School  of 
Dental  Medicine.  He  received  a  Robert 
Woods  Johnson  Scholarship  for  study  at 
UCLA  where  he  received  his  Masters 
in  Public  Health. 

Walter  T.  McFall,  Jr.  ('58)  (Periodon- 
tics) has  been  named  the  recipient  of  the 
1986  Class  of  1958  Distinguished 
Clinical  Research  Award.  The  presenta- 
tion was  made  by  a  class  member.  Dr. 
Bill  Haltiwanger  of  Rockingham.  The 
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purpose  of  the  award  is  to  recognize 
research  conducted  by  a  clinician  faculty 
of  the  UNC  School  of  Dentistry  which 
has  "the  greatest  potential  for  direct 
contributions  to  the  practice  of  den- 
tistry and  dental  health  generally".  The 
research  must  have  been  conducted 
primarily  under  the  sponsorship  of  the 
UNC  School  of  Dentistry.  McFall's 
research  was  titled  "Effectiveness  of  a 
Dentifrice  Containing  Formalin  and 
Sodium  Monofluorophosphate  on  Den- 
tal Hypersensitivity"  The  award  was 
made  during  the  recent  annual  luncheon 
of  the  Dental  Foundation  of  North 
Carolina  at  the  Morehead  Building. 
These  activities  were  held  in  conjunc- 
tion with  the  UNC  School  of  Den- 
tistry's Thirty-Second  Dental  Seminar 
Deay.  The  first  award  was  made  in 
1985. 

Al  Morris  has  joined  the  faculty  of  Den- 
tal Ecology  as  a  Visiting  Professor.  Dr. 
Morris  is  from  the  University  of  Penn- 
sylvania where  he  is  Associate  Vice 
President  for  Health  Affairs  and 
Government  Relations.  He  is  a  Professor 
m  Dental  Care  Systems  in  the  School  of 
Medicine,  Professor  of  Oral  Medicine, 
and  Senior  Fellow  at  the  Leonard  Davis 
Institute  of  Health  Economics  at  the 
Wharton  Graduate  School.  He  is 
housed  in  the  Health  Services  Research 
Center  on  the  UNC-CH  Campus  and  is 
Director  of  a  Kellogg  Foundation  Na- 
tional Project  on  Development  of 
Evaluation  Methods  for  Dental  Quality 
Assurance  and  Computer  Applications 
in  Dentistry. 

Mark  A.  Odom  (Endo  '86)  has  recently 
received  an  appointment  at  the  rank  of 
Visiting  Clinical  Assistant  Professor  in 
the  Department  of  Endodontics. 

Theodore  R.  Oldenburg  ('57)  (Pedo 
'62)  (Pediatric  Dentistry)  returned  in 
August  1986  from  a  one-year  sabbatical 
in  Zurich,  Switzerland.  He  enhanced  his 
research  activities  in  the  laboratory  of 
Dr.  Felix  Lutz  and  plans  to  continue  his 
research  activities  at  the  UNC  School  of 
Dentistry. 

Phillip  R.  Parker  (Pedo  '86)  has  been 
appointed  Clinical  Assistant  Professor 
in  the  Department  of  Pediatric 
Dentistry. 

Darlene  H.  Sams  (DH  '69)  (DATE  '72) 
has  been  appointed  as  Director  Dental 
and  Medical  Continuing  Education  for 
Wake  AHEC.  She  will  continue  to  work 
with  the  School  of  Dentistry  for  20%  of 
her  time  on  research  and  special  projects 


in  the  Office  of  Institutional  Develop- 
ment. Effective  January  1,  1988,  she  will 
be  appointed  Clinical  Assistant  Pro- 
fessor in  the  Department  of  Dental 
Ecology  at  the  School  of  Dentistry-. 

Bill  C.  Terry  (Oral  Surgery)  has  com-" 
pleted  his  term  of  office  as  President  of 
the  American  Board  of  Oral  and  Max- 
illofacial Surgery  (ABOMS).  The 
ABOMS  IS  the  certifying  body  for  oral 
and  maxillofacial  surgeons.  Currently 
3,318  surgeons  are  registered  as 
diplomates.  Dr.  Terry  was  recently  the 
Guralnick  Visiting  Professor  in  Oral  and 
Maxillofacial  Surgery  at  the  Harvard 
University  School  of  Dentistry  and 
Massachusetts  General  Hospital.  The 
Professorship  honors  Dr.  Walter 
Guralnick  who  was  former  Chairman 
and  Professor  of  Oral  and  Maxillofacial 
Surgery  at  the  Harvard  University 
School  of  Dentistry. 

Sharon  P.  Turner  ('79)  has  recently 
been  appointed  as  Clinical  Assistant 
Professor  in  the  Department  of  Oral 
Diagnosis. 

William  F.  Vann,  Jr.  (Pedo  76) 
(Pediatric  Dentistry)  presented  a  paper 
at  the  1986  lADR  meeting  in  The 
Hague,  Netherlands  entitled  "Com- 
posite Restorations  for  Primary  Molars: 
Three  Year  Results".  Dr.  Vann  co- 
authored  a  second  paper  presented  by 
David  Moore  ('86)  entitled  "Effect  of 
the  Cavosurface  Bevel  on  Posterior 
Composite  Maginal  Leakage"  Dr. 
Moore  was  awarded  lADR  travel  grant 
money  to  attend  this  meeting. 

Vickie  P.  White  (DATE  '81)  (Dental 
Ecology)  was  recently  the  keynote 
speaker  at  the  Canadian  Dental 
Auxiliaries  Educators  Conference  in 
Toronto,  Ontario. 

John  Zuniga  has  joined  the  faculty  of 
the  Department  of  Oral  and  Maxillo- 
facial Surgery  as  an  Assistant  Professor. 
He  received  his  DD.S  degree  from  Tufts. 
He  completed  a  general  practice  residen- 
cy and  oral  and  maxillofacial  surgery 
training  at  Strong  Memorial  Hospital  in 
Rochester.  He  received  a  Ph.D.  in 
Neuroscience  at  the  University  of 
Rochester  Center  for  Brain  Research. 
Dr.  Zuniga  was  awarded  a  Research 
Fellowship  by  the  American  Association 
of  Oral  and  Maxillofacial  Surgery  in 
1984-85. 
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NATIONAL  AWARD  WINNER  - 
Steven  B.  Andreaus,  a  dental  student 
at  the  University  of  North  Carolina  at 
Chapel  Hill,  is  pictured  with  his  entry  in 
the  1986  ADA'Dentsply  Student  Clini- 
cian Program,  held  in  conjunction  with 
the  recent  annual  session  of  the  Ameri- 
can Dental  Association  in  Miami, 
Florida.  His  clinic,  "Glass  lonomers: 
Liquid  vs.  Gel  Etchants,  Effects  on 
Bond  Strength  and  Surface  Mor- 
phology", was  awarded  first  place  in 
Basic  Science  and  Research,  one  of  two 
categories  in  the  national  competition. 
Students  from  nearly  every  dental 
school  in  the  nation  participated.  Steven 
was  able  to  attend  this  meeting  and  par- 
ticipate in  this  competition  as  a  result  of 


Officers  for  the  Spurgeon  Dental  Socie- 
ty, the  student  government,  of  the  UNC 
School  of  Dentistry  were  recently 
elected.  Keith  Cox,  Class  of  1988,  was 
elected  President;  Richard  Hunt,  Class 
of  1989,  Vice  President;  Maschica  Jef- 
ferson, DH  Class  of  1988,  Secretary; 
and  Sid  Socl<well,  Class  of  1989, 
Treasurer. 

Class  officers  for  the  DDS  Classes  have 
also  been  recently  elected: 

Class  of  1987,  President,  Mike  Kirsch; 
Vice  President,  Mary  Walton; 
Secretary,  Gaye  Obermeyer;  Treasurer, 
Bennett  Houston;  Spurgeon  Represen- 
tative, Sam  Zwetchkenbaum;  Intra- 
mural Representatives,  Mike  Kirsch 
and  Bert  Pearce;  Social  Chairpersons, 
John  Wood  and  Donna  Hager;  and 
Honor  Court,  Tim  Grinder,  Carol  R. 
Brown,  Bert  Pearce,  and  Sam 
Zwetchkenbaum. 

Class  of  1988,  President,  Balint  Kokas; 


The  1987  Dental  Parents  Day  is 
scheduled  Friday,  April  10,  1987  in 
Chapel  Hill  at  the  UNC  School  of  Den- 
tistry. Registration  will  begin  at  9:00 
a.m.  followed  by  tours  of  the  Dental 
Education  Facilities  as  well  as  special 
programs  planned  for  the  parents  which 
include  a  discussion  of  post  graduate 
plans,  a  discussion  concerning  stress 
among  dental  students,  and  a  discussion 


winning  the  overall  competition  at  the 
UNC  School  of  Dentistry's  1986 
Student  Table  Clinic  Day  courtesy  of 
Dentsply  International,  Inc.  Dr.  Harold 
Heymann,  Assistant  Professor  in  the 
Department  of  Operative  Dentistry  was 
Steven's  faculty  preceptor  for  this  table 
clinic.  For  his  first  place  award  at  this 
meeting,  Dentsply  International  pro- 
vided  an  expense  paid  trip  to  the 
Chicago  Mid-Wmter  Dental  Meeting. 
He  received  a  B.S.  degree  in  zoology 
from  N.C.  State  University  in  1981  and 
did  postgraduate  work  at  NCSU  in  1982 
and  1983  while  coaching  the  varsity 
fencing  team.  He  is  a  member  of  the 
DDS  Class  of  1988. 


Vice  President,  Fred  Keyser;  Secretary, 
Monica  Reichman;  Treasurer,  Polly 
Paton,  Honor  Court,  Joel  Gentry,  Jay 
Dugoni,  TerrI  Youngblood,  and 
Michael  Wimberly;  and  Spurgeon 
Representative,  Robert  Wilkinson. 

Class  of  1989,  President,  Mark  Scurria; 
Vice  President,  Sid  Sockwell; 
Secretary,  Julia  Kuhn;  Treasurer,  Paul 
Coggins;  Intramural  Representative, 
Todd  Smith;  Social,  Meg  Lochary  and 
Greg  Radz;  Spurgeon  Representative, 
Tammy  Lee;  Honor  Council,  Paul  Cog- 
gins,  Charley  Cox,  Bob  Maxwell,  and 
Ed  Robinson. 

Class  of  1990,  President,  Greg  Weaver; 
Vice  President,  Jesse  Witkoff; 
Secretary-Treasurer,  Jim  Rokos;  Honor 
Court  Representatives,  Ashley  White, 
Barbara  Bressert,  and  Sandy 
McDaniel;  Spurgeon  Representatives, 
Claire  Ferrari  and  Amy  Brooks;  Table 
Clinics,  Jane  Wilson. 


of  the  costs  of  a  dental  education. 
Special  programs  will  be  planned  for 
parents  of  auxiliary  students. 

A  business  meeting  and  luncheon  is 
scheduled  for  the  Carolina  Inn  beginning 
at  12:00  noon.  Dr.  J.  B.  Machen, 
Associate  Dean  for  Administration  at 
the  School  of  Dentistry  and  President  of 
the  American  Association  of  Dental 
Schools  will  be  the  featured  speaker 
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during  this  activity.  At  the  conclusion  of 
the  luncheon,  parents  are  cordially 
invited  and  encouraged  to  return  to  the 
School  to  visit  faculty  on  an  informal 
basis. 

A  meeting  of  the  Executive  Commit' 
tee  of  the  UNC  Dental  Parents  has  been 
called  by  President  Dr.  James  B.  Lem- 
mons  ('71)  of  Greensboro  at  8:00  a.m.  m 
Suite  410  Brauer  Hall,  the  dental  educa- 
tion building  at  the  School  of  Dentistry. 
Members  of  his  Committee  include 
Helen  Hill,  Immediate  Past  President, 
Greensboro;  Alan  Coggins,  Secretary- 
Treasurer,  Arden;  and  District  and 
Class  Representatives,  Mrs.  W.  L.  Hoff- 
man, Boone;  Billy  J.  Link,  Drexel;  Mrs. 
Jim  W.  Icard,  Kannapolis;  Jean  Hauser, 
King;  Nick  Miller,  Matthews;  Dr. 
Lavonia  Allison,  Durham;  Clarence  H. 
Jones,  Reidsville;  Mrs.  Raymond  8. 
Dombrowski,  Rockingham;  Rubert  B. 
Pearce,  Henderson;  Mrs.  Harold 
Locklear,  Pembroke;  Robert  L.  Barwick, 
Kinston;  Mrs.  Claude  Braddy,  Tarboro; 
Tylon  Mintz,  Wilmington;  Joseph  A. 
Zwetchkenbaum,  Provedence,  Rhode 
Island;  Mrs.  James  M.  Festa,  Marlboro, 
New  York;  Sarah  Watkins,  Gastonia; 
William  B.  Brown,  Charlotte;  Elsie 


The  Department  of  Pediatric  Dentistry 
is  pleased  to  welcome  Dr.  Michael  F. 

Hasty  as  a  first-year  resident.  Mike 
received  his  DDS  degree  from  UNC-CH 
in  1986  and  his  BA  in  Zoology  in  1982. 
He  is  a  member  of  the  American  Stu- 
dent Dental  Association,  American 
Society  of  Dentistry  for  Children,  and 
the  American  Dental  Association.  He 
was  on  the  Dean's  List  in  1984. 

Michael  J.  Buckley,  a  graduate  student 
in  Oral  and  Maxillofacial  Surery,  has 
received  a  Dental  Teacher  Training 
Fellowship  from  the  American  Fund  for 
Dental  Health.  The  program  offers  a 
two-tiered  approach  in  preparing  in- 
dividuals for  a  teaching  and  research 
career  in  dental  education.  The  one  year 
program  offers  a  $20,000  stipend  to  pur- 
sue pedagogical  training  and  research.  In 


Bruce  Egan  has  been  appointed  to  the 
position  of  Clinical  Services  Manager  in 
the  undergraduate  patient  care  program 
at  the  UNC  School  of  Dentistry.  In  this 
role,  Mr.  Egan  will  be  initially  responsi- 
ble for  managing  the  daily  operations  of 
the  Patient  Records  Department,  the 
Clinical  Dispensory,  Patient  Appoint- 
ments, Sterilisation,  and  the  Cashier's 


Sapp,  Durham;  Janette  Wmdley, 
Zebulon;  Zachary  L.  Jepko,  Mt.  Carmel, 
Pennsylvania. 

During  the  past  year,  the  UNC  Dental 
Parents  have  supported  several  continu- 
ing education  programs  designed  for  the 
graduating  dental  student.  Subjects 
covered  m  these  lectures  include  bank- 
ing, accounting,  practice  management, 
and  business  law.  In  cooperation  with 
the  Office  of  Institutional  Development, 
the  Placement  Service  for  the  UNC 
School  of  Dentistry  is  maintained  as  well 
by  contributions  from  the  UNC  Dental 
Parents.  To  support  projects  of  this  vital, 
group,  contributions  may  be  made  to  the 
Dental  Foundation  ofT^orth 
Carolina,  Inc.,  and  mailed  to  410 
Brauer  Hall  (21 IH),  UNC  School  of 
Dentistry,  Chapel  Hill,  North  Carolina 
27514.  On  yoru  check,  be  sure  and  ear- 
mark your  donation  to  the  UNC  Dental 
Parents'  Projects. 

Registration  and  program  information 
for  the  1987  activities  will  be  mailed  in 
the  near  future.  For  additional  informa- 
tion, call  the  Office  of  Institutional 
Development,  800/722-1355  (NC  only) 
or  919/966-4563. 


accepting  these  Fellowships,  recipients 
agree  to  continue  to  teach  full-time  for 
five  years  following  completion  of  the 
program.  This  will  ensure  a  stable  and 
highly  qualified  pool  of  educators  for  the 
years  ahead,  responding  to  the  changes 
in  dental  technology  and  education. 
1983  graduate  of  the  University  of  Con- 
necticut, Buckley  will  assume  his 
Fellowship  at  the  University  of  North 
Carolina.  Primary  funding  for  these 
Fellowships  IS  provided  by  generous  con- 
tributions from  the  William  J.  Gies 
Foundation,  the  Great  West  Life 
Assurance  Company,  Omicron  Kappa 
Upsilon,  RJR  Nabisco,  Inc.,  and  Wm. 
Wrigley  Jr.  Company  who  have  faithful- 
ly supported  the  Fund's  efforts  through 
the  years. 


Office.  Mr.  Egan  will  also  be  assisting 
the  Clinical  Services  Committee  in  plan- 
ning and  implementing  support  systems 
tor  the  revised  patient  care  program. 
Bruce  brings  to  this  new  position  an  im- 
pressive set  ot  credentials.  He  received 
his  Bachelor  of  Arts  degree  from  the 
University  of  California  at  Berkeley  in 
1974  with  a  major  in  Economics  and  has 
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pursued  graduate  courses  at  George 
Washington  University,  with  a  concen- 
tration in  Business  Administration.  He 
has  a  strong  background  in  management 
and  operational  analysis,  having  held 
previous  positions  with  the  U.S.  Depart- 
ments of  Labor  and  Energy.  During  the 
past  year,  he  has  served  in  a  consulting 
role  in  the  Office  of  Institutional 


Development  and  the  Research  Center 
at  the  UNC  School  of  Dentistry-.  In  this 
capacity,  Bruce  developed  and  imple- 
mented an  automated  educational  track- 
ing program  for  advanced  professional 
programs  and  designed  and  implemented 
a  dental  data  management  system  to 
track  and  analyze  research  findings  for 
publication. 


1986 
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Distinguished  Service 
A^vard 


Alumni  notes 


Dr.  James  A.  Harrell,  Sr.  was 
presented  the  Second  John  C.  Brauer 
Award  during  the  1986  Dental  Alumni 
Day  activities. 

The  award,  created  three  years  ago, 
recognizes  people  who  have  dedicted 
their  lives  to  serving  dentistry  and  the 
UNC  School  of  Dentistry.  It  is  named 
for  the  first  Dean  of  the  School,  Dr.  John 
C.  Brauer. 

Dean  Ben  Barker  made  the  award  say- 
ing, "Dr.  Harrell  lives  with  undying 
regret  that  a  Carolina  dental  education 
was  not  available  to  him  as  a  legacy  of 
being  born  too  early.  I  can  report  with 
the  deepest  feelings  of  gratitude  and 
thanks  that  he  has  never  allowed  this  to 
stand  in  his  way  of  being  one  of  the 
School's  staunches!  supporters  and 
undying  advocates. 

"He  has  recognized  that  the  citizens  of 
North  Carolina,  their  oral  health  and 


Dr.  Dudley  C.  (Chan)  Chandler,  Jr.  of 
Winston-Sslem  was  presented  the  1986 
Distinguished  Service  Award  by  the 
UNC  Dental  Alumni  Association. 
"Chan"  is  a  member  of  the  Class  of  1970 
and  IS  a  periodontist  m  Winston-Salem. 
He  IS  a  Past  President  of  the  Associa- 
tion and  the  North  Carolina  Society  of 
Periodontists. 


the  profession  of  dentistry  prospers  and 
grows  when  a  strong  and  vibrant  dental 
school  exists." 

Harrell  is  former  president  of  the 
Academy  of  General  Dentistry  and  the 
North  Carolina  Dental  Society  as  well 
as  the  1985-86  Vice-President  of  the 
American  Dental  Association.  He  also 
IS  a  Regent  of  the  American  College  of 
Dentistry.  At  UNC,  Harrell  has  been 
the  President  of  the  Dental  Foundation 
of  North  Carolina,  one  of  the  first 
Affiliate  and  Life  Members  of  the  UNC 
Dental  Alumni  Association,  the  first 
recipient  of  the  Dental  Foundation's 
Distinguished  Service  Award  and  Chair- 
man of  the  Dental  Foundation's  First 
Annual  Giving  Campaign.  He  is  Presi- 
dent of  the  UNC  General  Alumni 
Association  and  a  member  of  The 
Chancellor's  Club  and  the  Board  of 
Visitors. 


Chandler  was  cited  for  his  leadership 
in  alumni  activities  and  his  help  in  the 
1985-86  fund  raising  for  the  Dental 
Foundation  of  North  Carolina  and  the 
UNC  School  of  Dentistry.  The  award 
was  presented  by  Dr.  James  Elliott, 
President  of  the  Association. 
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Spillman,  Horton  Named 
Honorary  Members 


I  to  r:  Dr.  Keith  Bentley  mal{es  honorary 
membership  award  to  Dr.  j.  Harry 
Spilhnan. 


Alumni 
Notes 


Drs.  J.  Harry  Spillman  of  Winston' 
Salem  and  Charles  Horton  of  High  Point 
were  recently  inducted  as  Honorary 
Members  of  the  UNC  Dental  Alumni 
Association. 

Honorary  members  who  are  not  UNC 
alumni  are  chosen  for  induction  after  a 
vote  by  Association  members.  They  are 
recognized  for  their  contributions  to 
dentistry  and  their  communities. 

Spillman  is  Past  President  of  the 
North  Carolina  Dental  Society,  the 
Second  District  Dental  Society,  and  the 
Dental  Foundation  of  North  Carolina 
and  a  former  Fellow  of  the  American 
College  of  Dentists  and  the  Interna' 
tional  College  of  Dentists.  He  is  a 
graduate  of  Emory  University  School  of 
Dentistry. 


Don  L.  Allen  ('59)  was  presented  the 
1985  William  N.  Finnegan,  III  Professor 
of  Dental  Sciences  Award  by  the 
University  of  Texas  Board  of  Regents. 

In  Memory 
John  Lafayette  Ashby,  Jr. 

Class  of  1957 
1931'1984 

Keith  Beasley  ("84)  has  been  appointed 
Head  of  the  dental  department  of  the 
USS  Saipan  (LHA'Z)  whose  homeport 
IS  Norfolk,  Virginia. 

Tim  Burgiss  ('85)  served  as  President 
of  the  Foothills  Dental  Study  Club  in 
1986.  He  practices  in  Union  Grove. 

Larry  Cheek  ('78)  has  sold  his  practice 
in  Rockingham  and  has  recently  opened 
a  practice  in  Calabash. 

Jerry  Clark  ('69)  is  founder  and  presi' 
dent  of  the  North  Carolina  Make  a 
Wish  Foundation.  Dr.  Clark,  along  with 
his  staff,  devotes  about  10  to  20  hours  a 
week  toward  raising  funds,  prioritizing 
requests,  scheduling  events,  and  other 
administrative  duties.  Their  goal  is  to 
grant  12  to  20  wishes  a  year  for  the 
underprivileged,  institutionalized,  or 
homebound  person. 

Reid  Clark  ('76)  recently  presented  a 
lecture  to  the  Pre-Med  Society  at  UNC' 
G  on  "Esthetics  and  New  Trends  m 
Dentistry". 

Bobby  M.  Collins  ('83)  has  received  the 
Expert  Field  Medical  Badge  after  a 
testing  at  Fort  Bragg.  He  presented  a 
table  clinic,  "Dental  Treatment  and 
Pregnancy",  during  the  1986  Thomas  P. 
Hinman  Dental  Meeting. 

W.  Arthur  Cooper,  111  ('84)  has  recently 


He  is  a  member  of  the  Forsyth  County 
Board  of  Health  and  the  Reynolds 
Health  Center  Advisor>'  Committee 
and  a  former  member  of  the  Winston- 
Salem  Model  Cities  Commission  and 
former  Vice-President  of  the  Stratford 
Rotary  Club. 

Horton  is  a  Past  President  of  the 
North  Carolina  Dental  Society,  the  Den- 
tal  Foundation  of  North  Carolina  and 
the  Wake  Forest  University  Alumni 
Association.  He  is  a  former  member  of 
the  local  chapter  of  the  N.C.  Jaycees 
and  a  current  member  of  the  High  Point 
Civitan  Club.  Horton  also  is  credited 
with  organizing  the  Guilford  Technical 
Institute  dental  hygiene  and  dental 
assisting  programs. 


joined  the  practice  of  Dr.  Sidney  L. 
Woody  ('64)  in  Gastonia.  Since  his 
graduation  he  has  been  practicing  in 
Concord. 

Mark  Davis  ('86)  has  recently  opened 
an  office  on  Radio  Drive  in  Lexington. 
Leah  M.  Devlin  ('79)  has  recently  been 
appointed  Director  of  the  Wake  County 
Health  Department  and  was  selected 
from  more  than  thirty  other  applicants. 
She  is  heading  a  department  with  a  S7.8 
million  annual  budget,  225  employees, 
and  a  complex  variety  of  health-related 
missions  in  the  state's  fastest-growing 
urban  area.  She  hopes  to  steer  her 
department  toward  greater  involvement 
m  preventive  health  programs  for  the 
general  public,  care  of  the  aging  and  the 
indigent  and  protection  of  ground  water 
quality.  She  also  faces  the  difficult 
problems  of  dealing  with  the  relatively 
high  numbers  of  teen  pregnancies  and  in- 
fant deaths  in  Wake  County.  Then,  too, 
the  county  must  deal  with  com- 
municable diseases. 

Stephen  E.  Edgerton  ('80)  of  Wallace 
recently  attended  a  seminar  in  Early 
Orthodontic  Diagnosis  and  Treatment 
Planning  conducted  in  Nashville,  Ten- 
nessee by  the  American  Orthodontic 
Society.  The  course,  which  includes  18 
hours  of  lectures  and  presentation  of 
cases  provided  Dr.  Edgerton  and  his  col- 
leagues with  a  thorough  look  at  the 
intricacies  of  orthodontic  treatment  of 
younger  patients. 

Paul  Eleazer  ('70)  is  a  Fellow  in  the 
American  College  ot  Dentists  and  was 
the  1986  General  Arrangements  Chair- 
man for  the  Georgia  State  Dental 
Association  Meeting  held  in  Piney 
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Drs.  Deborah  and  Holt  Foushee 


Mountain.  Georgia  in  August. 

R.  Holt  Foushee  ('82)  (Ortho  '86)  and 
Deborah  Galle  Foushee  (Peno  '86) 
have  recently  opened  a  private  practice 
ot  orthodontics  and  periodontics  in 
Charlotte. 

In  Memory 
William  B.  Gilbert 

Orthodontics  1962 
1922-1986 

Flynn  Harris  ('60)  of  Charlotte  is  an 
associate  faculty  member  at  the  L.D. 
Pankey  Institute  as  well  as  a  member  of 
the  Board  of  Directors.  He  is  also  a 
patrol  leader  for  the  Sugar  Mountain  Ski 
Patrol. 

Frederick  G.  Hasty  ('58)  has  been 
elected  to  represent  the  North  Carolina 
Association  of  Orthodontists  as  Trustee 
to  the  Southern  Society  of 
Orthodontists. 

Edward  Hickman  ('5)  has  recently 
assumed  the  practice  of  Charles  Casher 
in  Lumberton.  He  has  been  appointed  to 
the  staff  of  Southeastern  General 
Hospital  in  Lumberton. 

Mark  E.  Hixson  ('74)  has  returned  to 
private  practice  of  Orthodontics  in 
Raleigh  after  serving  an  active  tour  duty 
with  the  U.S.  Army  for  eleven  years. 

Mark  Hyman  ('84)  has  recently  joined 
Dr.  Ted  Burnett  ('73)  in  the  practice  of 
family  dentistry  in  Greensboro. 

In  Memory 
Charles  M.  Johnston 

Class  of  1955 
1925-1986 

John  R.  Kesler  ('75)  is  President  of  the 
Rowan  County  Dental  Society. 

Harry  Lever  ('74)  has  recently  been 
elected  President  of  the  Guilford  Coun- 
ty Dental  Society.  He  practices  general 
dentistry  in  Greensboro. 

Sandy  Marks  (Pedo  '62)  has  returned 
to  Zaire,  Africa  to  begin  a  Pediatric 
Dentistry  graduate  program  at  the 
University  of  Zaire. 

James  McGhee  ('61)  and  his  staff 
recently  held  an  open  house  celebration 
of  his  25  years  in  dental  practice  in 
Thomasville. 

In  Memory 
Thomas  M.  McLaughlin 

Class  of  1974 
1948-1984 

Joe  A.Paget,  Jr.  ('74)  of  Blacksburg, 
Virginia  recently  became  a  Diplomate  of 
the  American  Board  of  Pediatric  Den- 


tistry and  Fellow  of  the  American 
Academy  of  Pediatric  Dentistry. 

James  T.  Parker  ('75)  of  Benson  has 
been  appointed  a  member  of  the  Com- 
mittee on  Aging  for  the  North  Carolina 
Dental  Society  and  is  working  with  sec- 
tion on  Nursing  Home  and  Homebound. 

Leon  C.  Peele,  III  ('81)  has  been  elected 
Secretary-Treasurer  of  the  NEH  Dental 
Society  for  1986-87.  He  practices 
general  dentistry  in  Rocky  Mount. 

Warren  S.  (Wes)  Perry,  Jr.  ('78)  of 
Kinston  served  as  the  1986  Co- 
Chairman  of  the  Lenoir  County  United 
Way  "225  Plus  Club".  This  Club  is  made 
up  of  individuals  who  personally  pledge 
a  minimum  of  $225  to  the  United  Way 
and  was  formed  a  number  of  years  ago  as 
a  means  of  obtaining  the  upfront  support 
of  community  leaders  for  the  annual 
United  Way  campaign.  He  has  been  in- 
volved with  United  Way  and  its  member 
agencies  for  a  number  of  years.  Perry  is 
Chairman  of  the  Red  Cross,  is  a  Boy 
Scoutmaster,  is  active  with  the 
Chamber  of  Commerce,  Past  President 
of  the  Kinston  Evening  Rotary  Club, 
member  of  Ducks  Unlimited,  and 
Secretary-Treasurer  of  the  Lenoir 
County  Dental  Society. 
June  Rose  ('57)  participated  in  an  exer- 
cise conducted  by  the  U.S.  Army 
Reserve  where  he  went  to  Honduras  to 
carry  out  a  mission  of  dentistry  to  pro- 
vide dental  care  to  a  population  most  of 
whom  had  never  had  any  dental  care  at 
all  during  their  lives.  The  Honduran 
exercise  included  being  airlifted  by 
helicopter  into  the  mountains  to  give 
dental  treatment  to  the  rural  mountain 
people.  The  tour  of  duty  occurred  dur- 
ing the  Honduran  dry  season  with 
temperatures  averaging  between  95  and 
100  degrees.  They  were  housed  in  tents 
with  wooden  floors  without  any  screens 
or  air  conditioning. 

Irv  Sherman  ('72)  of  East  Brunswick, 
New  Jersey  has  recently  been  elected 
President  of  the  New  Jersey  Association 
of  Pediatric  Dentists.  He  reports  that  he 
raced  a  BMW  2002  in  SCCA  Racing, 
Class  GT-3  and  placed  second  in  the 
North  Atlantic  Road  Racing  Champion- 
ship Race  at  Lime  Rock  Race  Track. 

Brad  D.  Shinaman  ('83)  was  re-elected 

as  President  of  the  Wilkes  County  Unit 
of  the  American  Cancer  Society  for 
another  two-year  term.  He  was  also 
elected  a  member  of  the  Board  of  Direc- 
tors of  the  Wilkes  United  Way 
Organization  for  a  three-year  term. 
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Dr.  Bruce  Custafson 


Dr.  Don  Wh\sonant 


Macon  M.  Singletary  (Peno  '80)  was 
recently  awarded  Diplomate  status  by 
the  American  Board  of  Penodontology 
at  Its  recent  meeting  in  Dallas. 
Singletary  is  a  part-time  Clinical  AssiS' 
tant  Professor  at  the  School  of  Dentistry 
and  practices  in  Raleigh. 

Henry  Zack  Smith  (75)  (Ortho  77)  of 
Fayetteville  has  successfully  completed 
all  phases  of  the  American  Board  of 
Orthodontists'  comprehensive  examina- 
tion for  certification  and  has  been 
awarded  status  as  a  Diplomate  of  the 
American  Board  of  Orthodontics.  Also 
having  completed  the  examination  was 
Dr.  Bruce  Albert  Gustafson  ('62) 
(Ortho  '64)  of  Winston-Salem. 

C.  Jean  Spratt  ('77)  is  serving  as  a 
regional  dentist  supervisor  for  the  North 
Carolina  Division  of  Health  Services, 
Dental  Health  Section.  She  is  based  in 
Fayetteville  and  serves  the  South  Cen- 
tral Region. 

Michael  Spreng  ('80)  was  guest  on  a 
local  talk  show  in  Ashland,  Ohio 
discussing  Halley's  Comet.  He  reports 
he  has  been  a  space  enthusiast  for  twen- 
ty years,  and  he  is  Ashland's  local 
astronomy  authority.  He  is  president  of 
the  University  Club  of  Ashland,  Secre- 
tary of  the  Ashland  Dental  Society,  and 
Treasurer  of  the  Ashland  Symphony 
Orchestra  Board  of  Directors. 

Mary  Paula  Zaytoun  Steele  ('78)  has 
been  recently  appointed  to  the  Board  of 
Directors  for  the  Foundation  for  Ortho- 
dontic Research  in  the  capacity  of 
Secretary-Treasurer.  The  Foundation  for 
Orthodontic  Research  is  an  interna- 
tional organization  of  orthodontic 
specialists  who  meet  regularly  to  keep 
up-to-date  on  the  latest  research  in  the 
field  of  biology  relative  to  facial  growth 
and  development,  occlusion,  and  func- 
tion of  the  temporomandibular  joint. 

Robert  C.  Steele  (Pedo  '81)  was  ap- 
pointed in  1986  as  the  Oklahoma  Chair- 
man of  Children's  Dental  Health  Month. 
He  was  elected  Secretary-Treasurer  of 
the  Oklahoma  Association  of  Pediatric 
Dentists,  and  Vice  President  of  the 
University  of  Oklahoma  College  of  Den- 
tistry Alumni  Association. 

Bill  Turbyflll,  Jr.  ('74)  (Ortho  '76)  is  Past 
President  ot  the  Cuncombe  County 
Dental  Society.  He  is  a  member  of  the 
Research  Committee  for  the  North 
Carolina  Orthodontic  Alumni 
Association. 

Marc  Vaughn  ('76)  served  as  the  first 


President  of  the  newly  created  Guilford 
Technical  Community  College  Faculty 
Association  during  1986.  The  Faculty 
Association  was  established  to  repre- 
sent issues  pertaining  to  GTCC's  138 
faculty  members.  Dr.  Vaughn  has  been 
Chairman  of  the  GTCC  Dental  Science 
Division  since  1978. 

Stephen  C.  Wallace  (75)  of  Clear 
water,  Florida  has  been  named  to 
membership  in  the  Florida  Dental 
Association,  West  Coast  Dental 
Association,  and  Upper  Pinellas  Coun- 
ty Dental  Association.  He  is  also  a 
member  of  Countryside  Rotary  Club. 

Bert  B.  Warren  ('61)  sen.'ed  as  Chair- 
man of  the  Board  of  Trustees  for  the 
Methodist  Home  for  Children  in  1985. 

Catherine  A.  Watkins  ('84)  has  recent- 
ly received  a  certificate  in  the  care  of 
geriatric  and  special  care  patients  after 
completing  a  two-year  postdoctoral  pro- 
gram at  the  Eastman  Dental  Center  in 
Rochester,  New  York.  During  her 
second  year  of  study,  she  was  a  geriatric 
fellow  in  the  Department  of  General 
Dentistry.  She  now  directs  a  Geriatric 
Dental  Clinic  in  Charlotte  in  association 
with  the  Charlotte  Memorial  Hospital. 
Alan  Weinstein  ('70)  has  recently 
presented  a  paper  on  "Conservative 
Cosmetic  and  Preventive  Restorative 
Dentistry  with  Enamel  Bonding  Tech- 
niques" at  the  Sixth  National  Scientific 
Congress  on  Dental  Materials  and 
Prevention  held  in  Stresa,  Italy  on  Lake 
Maggiore.  Dr.  Weinstein  was  the  only 
American  dentist  invited  to  lecture  at 
this  meeting  which  was  attended  by 
over  300  European  participating  dentists 
and  dental  educators.  The  meeting  was 
sponsored  by  the  Johnson  and  Johnson 
Dental  Division  of  Italy.  He  also 
presented  a  full-day  program  at  the  1986 
Annual  Meeting  of  the  ADA  held  in 
Miami,  Florida.  He  is  in  private  practice 
in  Cincinnati,  Ohio  and  is  an  affiliate 
staff  member  of  the  University  of  Cin- 
cinnati College  ot  Medicine. 

Don  S.  Whisonant  ('69)  of  Beaufort, 
South  Carolina  has  been  elected  to  the 
Board  of  Visitors  of  the  Medical  Univer- 
sity of  South  Carolina.  Active  in  the  Boy 
Scouts,  he  has  earned  the  District 
Award  of  Merit,  the  Woodbadge 
Award,  and  subsequently  served  on  the 
Woodbadge  staff  in  1981.  He  also  holds 
the  Silver  Award  (Exploring),  the  Eagle 
Award  with  Silver  Palm,  and  the  God 
and  Country  Award. 

Jefferson  D.  Whitehead,  Jr.  (76)  has 
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1986 

Fall  Football  Day  Held 


recently  announced  his  association  with 
the  hrm  of  Forest  Irons  and  Associates. 
He  is  a  full  partner  and  Vice-President 
of  the  company,  having  responsibilities 
in  the  area  of  provider  training,  private 
practice  management,  and  practice 
valuation.  Whitehead  will  maintain  his 
private  practice  in  Enfield. 


The  School  of  Dentistry  upheld  its 
tradition  and  hosted  another  successful 
Fall  Football  Day  on  Saturday,  Novem- 
ber 1.  Approximately  600  alumni,  facul- 
ty members,  family  members,  and 
friends  gatehred  at  the  School  to  par- 
ticipate in  the  continuing  education  pro- 
gram and  luncheon  before  going  to  the 
UNC-Maryland  football  game  in  Kenan 
Stadium.  Many  attended  the  UNC 
Blue-White  basketball  game  as  well. 


N.  Rouse  Wilson,  III  ('85)  has  recently 

purchased  the  practice  of  Lowell 
Williams  ('57)  who  has  retired  after  27 
years  in  Pittsboro. 

G.  Michael  Woodard  (78)  and  John  C. 

Woodall  (78)  have  formed  a  group  prac- 
tice for  general  dentistry  in  Raleigh. 


The  program,  presented  by  Leslie 
Bram,  Director  of  Planned  Giving  for 
the  University  of  North  Carolina  at 
Chapel  Hill  (The  Carolina  Fund), 
discussed  the  1986  tax  law  reform  act 
and  its  impact  on  charitable  giving. 

The  date  for  the  1987  activity  will  be 
available  in  late  May.  Watch  for  this 
announcement  and  make  plans  to  par- 
ticipate in  this  fun-filled  day! 


Join  Us  for  the 
1987  Hinman 
Reception 


The  UNC  Dental  Alumni 
Association  and  the  UNC  School 
of  Dentistry  will  again  host  a 
reception  for  alumni  and  friends 
during  the  1987  Thomas  P 
Hinman  Dental  Meeting.  This 
reception  is  scheduled  on  Friday, 
March  20,  6:00  p.m.  -  8:00  p.m.  in 
the  Summit  Room  of  the  Atlanta- 
Marriott  Marquis  Hotel.  We  hope 
to  see  you  there! 


Twenty-Second  Annual 
Dental  Alumni  Day 
Scheduled  April  11,  1987 


Details  are  now  being  finalized  for  the 
Annual  Spring  Dental  Alumni  Day, 
April  11,  1987.  A  brochure  describing 
the  activities  in  detail  will  be  mailed  in 
the  near  future.  MARK  THIS  DATE 
AND  MAKE  PLANS  TO  ATEND 
The  day  will  again  feature  a  continuing 
dental  education  program,  student  table 
clinic  presentations,  the  Annual 
Business  Session  of  the  Association  in 
which  officers  will  be  elected,  the 
School  of  Dentistry's  Annual  Picnic, 
and  a  reception  honoring  Reunion 


Classes  of '57,  '62,  '67,  '72,  '77,  and  '82. 
These  classes  are  now  working  out  their 
details  for  their  respective  reunions,  and 
class  members  will  receive  separate  mail- 
ings from  your  reunion  organizer. 

Special  programs  are  being  planned  for 
auxiliaries  by  the  faculty  of  the  Dental 
Hygiene,  Dental  Auxiliary  Teacher 
Education,  and  Dental  Assisting 
Programs. 

Don't  forget  April  11,  1987  when  we 
hope  to  see  you  in  Chapel  Hill. 


MARK  YOUR 
CALENDAR! 


The  UNC  Dental  Alumni 
Association  will  host  its  annual 
alumni  breakfast  during  the  annual 
meeting  of  the  North  Carolina 
Dental  Society  on  Friday,  May  1, 
1987  at  7:30  a.m.  at  the  Myrtle 
Beach  Hilton.  More  information 
will  be  distributed  as  the  plans  are 
confirmed. 
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3  WAYS 


DENTALSUPPORT  ASSOCIATES 
&  AFFIUATES  CAN  HELP  YOU! 


1 


Locum  Tenens  Coverage  Since  1982 

Dental  Support  Associates  is  the  pioneer  in  dental  practice  continuation  for: 

Disability  •  Hospitalization  •  Vacation 

Our  quality  patient  care  allows  you  to  keep  your  practice  open,  your  staff 

working,  and  the  revenues  continuing.  Call  to  see  why  so  many  dentists  are 

now  depending  on  Dental  Support  Associates. 

DSA,  Inc.  Century  Plaza,  Hwy  54  PO  Box  13762       Dcntal  Support 

Research  Triangle  Park,  NC  27709  (919)  544-4194       AsSOCiatCS.  IllC. 

Temporary  help  to  fill  your  dental  staff  vacancies 

Medical  Personnel  Pool  has  been  providing  qualified  staff  temporaries  since 
1966.  Available  are:  Nedlcal 

Dental  Hygienists  •  Dental  Assistants  •  Receptionists  ^S^ 

For  more  information,  write  or  call:  Ms.  Lesli  Dahl,  Ullflll? 

Medical  Personnel  Pool,  100  Park  Drive,  Suite  115,  xlB/ 

PO  Box  13158,  Research  Triangle  P^k,  NC  27709  (919)  541-1600 

Solid  advice  for  dentists  making  difficult 
practice  decisions 

Now  you  can  have  an  objective,  straight-forward  second  opinion  about  some  of 

your  most  difficult  practice  decisions  including: 

Selling  your  practice  •  Merging  your  practice  •  Adding  an  associate 

Appraising  your  practice 

These  practice  decisions  are  among  the  biggest  steps  in  your  career. 

Earl  Douglas,  DDS,  MBA,  president  of  PPC,  understands  -^^,^. 

firsthand  the  business  and  clinical  aspects  of  dentistry.  He  has       g__/ 
helped  many  dentists  in  the  Southeast  make  difficult  business 


decisions.  His  objective  second  opinion  will  help  ensure  your         professional 
plans  are  compatible  with  your  goals.  cws^tams 

Ltd. 

Contact:  Earl  Douglas,  DDS,  MBA  Professional  Practice  Consultants 

770  Old  Roswell  Road  Suite  210E-CS4000  Roswell,  Georgia  30076  404/641-1444 

A  member  of  the  Denial  Resources  (m>up 
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Fall  semester  was  busy  for  both  facul- 
ty and  students  in  the  Dental  Hygiene 
program.  Many  changes  have  occurred 
this  year  keeping  everyone  on  their  toes. 
The  senior  class  became  the  first  class  to 
routinely  apply  sealants,  take  impreS' 
sions  and  polish  amalgam  restorations  in 
clinic.  The  smallest  class  in  the  history 
of  the  UNC  School  of  Dentistry,  this 
group  of  17  students  has  benefited  from 
individualized  instruction.  They  are 
very  strong  both  clinically  and 
didactically. 


Officers  for  the  UNC  Dental  Hygiene 
Alumni  Association  in  1986-87  are: 
President,  Donna  Miller;  President- 
Elect,  Lisa  Summey;  and  Secretary- 
Treasurer,  Donna  Warren. 

The  Board  of  Directors  met  in 
November  to  make  plans  for  the  1987 
Alumni  Day.  The  program  being 
planned  to  deal  with  "Women's  Health 
Issues".  This  year's  Distinguished 
Alumnus  Luncheon  will  be  in  honor  of 
Martha  S.  Taylor.  Martha  portrays  the 
ideals  of  our  profession,  and  we  are 
proud  to  have  her  represent  UNC. 

Another  special  event  planned  for 

Happy  New  Year!  The  faculty  hope 
you  are  having  an  enjoyable  year. 

This  year  has  brought  some  changes 
for  the  faculty.  Linda  Stewart  resigned 
from  the  School  of  Dentistry  and  is  now 
teaching  Dental  Assisting  at  the  Tech- 
nical College  of  Alamance  in  Haw  River. 
Darlene  Sams  is  now  Coordinator  of 
Medical  and  Dental  Continuing  Educa- 
tion for  Wake  AHEC  m  Raleigh.  She 
continues  to  be  at  the  School  of  Den- 
tistry one  day  a  week.  Rebecca  Scruggs 
is  coordinating  the  D.A.T.E.  Master's 
program,  and  Vickie  White  and  Susan 
Daniel  are  teaching  m  both  the  Dental 
Hygiene  and  D.A.T.E.  curnculums. 
Congratulations  to  Mary  George  on  her 
first  year  as  Director  of  Dental 
Auxiliaries. 

Susan  Daniel  was  recently  selected  as 
a  recipient  of  an  University  Junior  Facul- 
ty Development  Award.The  award  is  in 
the  amount  of  $3,000  and  will  fund  her 

Susan  C.  Kataoka,  CDT,  Assistant 
Professor  of  Dental  Technology  at  LSU 
School  of  Dentistry  in  New  Orleans,  has 
written  and  produced  a  15  minute 
videotape  entitled  'Anatomical  Features 
of  the  Occlusal  Surface".  The  tape  and 
accompanying  workbook  has  been  in- 


The  junior  class  began  patient  contact 
in  November  with  the  expected  nerves 
and  anxiety.  The  class  is  composed  of  30 
students  in  the  traditional  program  and 
2  students  in  the  Post-Certificate  Pro- 
gram. Several  students  already  possess 
bachelor  degrees  in  other  fields,  and  two 
are  dental  assistants  from  other  states. 
Enrollment  is  indeed  on  an  upward 


Alumni  Day  is  the  dedication  of  Alberta 
Beat  Dolan's  portrait.  The  Association 
and  the  Dental  Hygiene  Class  of  1986 
funded  the  portrait. 

Please  make  plans  to  join  us.  Also 
please  consider  joining  the  Association. 
Your  dues  and  contributions  help  fund 
activities  for  the  students  and  the 
School.  The  Alberta  Beat  Dolan 
Scholarship  is  our  most  important  con- 
tribution to  the  students.  The  Associa- 
tion's goal  IS  to  raise  $1000.00  this  year. 
So  please  join  and  share  in  our 
worthwhile  endeavors. 
-  Donna  VJarreyi 


research  entitled,  "Examiner  Reliability 
of  Dental  Sealants". 

Four  students  are  enrolled  in  the 
D.A.T.E.  undergraduate  program.  Judy 
Robertson  graduated  in  December  and 
IS  teaching  at  Fayetteville  Technical  In- 
stitute in  Fayetteville.  As  you  know, 
these  are  our  last  students  in  the 
undergraduate  program. 

New  students  in  the  D.A.T.E. 
Masters  program  include  Janeil  An- 
thony, Ethel  Gardner  Campbell, 
Maryanne  Lux,  Deedee  McClain,  and 
Cathy  Prevo.  Maryanne  is  our  only  out- 
of-state  resident  and  comes  to  us  from 
Buffalo,  New  York. 

Michelle  Grose,  second  year  D.A.T.E. 
student,  was  selected  this  past  year  to 
serve  as  a  student  representative  for  the 
Joint  Commission  on  National  Dental 
Examinations  Committee  on  Dental 
Hygiene. 


eluded  in  the  National  Association  of 
Dental  Laboratories  Wealth  of 
Knowledge  (WOK)  Library  The  hold- 
ings of  the  library,  in  Alexandria, 
Virginia,  are  available  to  NADL 
members  and  all  certified  technicians. 
The  tapes  are  rated  for  continuing 
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education  credit  for  yearly  recertifica- 
tion  requirements. 

Karen  Lanier  who  is  now  enrolled  in 
the  UNC  School  of  Dentistry  D.D.S. 
Program  was  a  1985-1986  recipient  of 
the  Board  of  Governors  Dental  Scholars 
program.  Late  congratulations  to  Karen! 

Jeannie  Martinez  recently  acquired 
the  position  of  Director  of  Dental 
Assisting  at  the  University  of  New 
Mexico.  She  is  a  1982  graduate  of  the 
B.S.  D.A.T.E.  program. 

At  the  1986  Meeting  of  the  American 
Association  of  Dental  Schools,  the 
D.A.T.E.  Alumni  Association  sponsored 
a  social.  Due  to  the  success  of  the  event, 
the  Association  voted  to  hold  a  business 
meeting  and  social  at  the  AADS 


Thirty-two  students  enrolled  in  the 
1986-87  UNC  Dental  Assisting  pro- 
gram. The  following  class  officers  have 
been  elected:  Pam  Barnes,  President; 
Hanne  Weidmann,  Vice-President;  Vic- 
toria Kelly,  Secretary-Treasurer;  and 
Stacy  Carrick,  Spurgeon  Society  Class 
Representative. 

Six  students  are  enrolled  in  the  Fall 
1986  Dental  Assisting  Specialty  Pro- 
gram. Two  students  are  in  the  Oral  and 
Maxillofacial  Surgery  Program  and  four 
students  in  the  Orthodontics  Program. 

The  Dental  Assisting  students  and 
faculty  participated  with  Dental 
Hygiene  students  and  faculty  in  the 
Orange  County  Schools'  dental  screen- 
ing program  on  October  6  and  7. 

The  UNC  auxiliary  programs  held  a 
reception  October  10  to  honor  the 
School  of  Dentistry's  staff  dental 
assistants  and  dental  hygienists.  The 
reception  celebrated  National  Dental 
Hygienists  Appreciation  Week  and  Na- 
tional Dental  Assistants  Appreciation 
Week.  A  drawing  was  held  for  a  $25.00 
gift  certificate  from  Read's  Uniforms, 
and  each  staff  auxiliary  received  a  16% 


Meeting  in  Chicago,  March  9,  1987  at 
the  Hyatt  Regency.  The  business 
meeting  will  be  conducted  from 
5:30-6:30  p.m.  A  social  will  follow  from 
6:30-8:00  p.m. 

The  Third  Annual  D.A.T.E.  Alumni 
Day  will  be  held  on  April  11,  1987  at 
the  School  of  Dentistry.  Please  plan  to 
attend. 

1987  Alumni  dues  are  now  being  ac- 
cepted and  should  be  sent  to  Vickie  P. 
White,  UNC  School  of  Dentistry 
(211H),  Brauer  Hall,  Chapel  Hill,  NO 
27514.  The  dues  are  still  $15.00. 

Please  let  us  hear  from  you  and  inform 
us  of  any  news  that  could  be  shared 
with  other  D.A.T.E.  Alumni. 
-  Rebecca  R.  Scruggs 


discount  card  for  merchandise 
purchased  at  Read's. 

Deborah  Robinson,  Dental  Assisting 
faculty  member,  has  submitted  two 
abstracts  to  the  Ameican  Association  of 
Dental  Schools  for  presentation.  Lynn 
Smith,  Dental  Assisting  faculty  member, 
has  submitted  an  abstract  to  the  Inter- 
national Association  of  Dental  Research 
and  will  be  presenting  the  abstract  dur- 
ing the  special  UNC  Dental  Research  in 
Review  Day  scheduled  February  25  at 
the  School. 

Also,  Deborah  has  been  appointed  to 
the  Dental  Assisting  National  Board 
Test  Construction  Committee  for  the 
Oral  and  Maxillofacial  Surgery  test  sec- 
tion. She  attended  a  meeting  of  this 
Committee  December  13-15  in  Chicago. 

Faculty  Member  Pam  Klute  attended 
the  American  Dental  Assistants 
Association's  Annual  Session  in  Min- 
neapolis. She  represented  the  dental 
assisting  education  as  Chairperson  of 
the  Dental  Assisting  Section  for  the 
American  Association  of  Dental 
Schools. 
—  Lynn  Smith 


Dent  Notes 


Trivial  Pursuit  Question: 


What  IS  the  most  common  non- 
contagious disease  in  the  world? 

AVOHQ  HXOOl 
:j3msuy 


Want  to  have  the  most  talked  about 
Christmas  tree  in  town?  Start  now,  and 
make  your  own  unique  "dough  orna- 
ments" in  the  shape  of  a  toothbrush  and 
a  tooth.  When  they  are  painted  in  bright 
colors  and  used  entirely  to  decorate  the 
tree,  it  creates  a  beautiful  message  also. 
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"Extended  Uses 
of  Dental  Floss" 

Sometimes  the  battle  to  have  patients 
keep  their  floss  handy  can  be  advanced 
by  sharing  with  them  other  uses  for  it: 

If  they  are  trying  to  bake  a  cake  and 
have  many  small  layers,  they  normally 
bake  a  layer,  then  slice  it  m  half  with  a 
knife  horizontally,  which  can  be  quite 
messy  and  leave  a  torn,  jagged  layer. 
Another  method  is  to  make  a  small  slit 
at  the  appropriate  halfway  mark,  then 
take  a  long  piece  of  dental  floss  and  slide 
the  midpoint  of  it  into  the  slit.  Wrap 
both  ends  around  the  perimeter  of  the 
layer  exactly  at  the  halfway  point,  and 


cross  them  on  the  side  opposite  the  slit. 
Now  gently  pull  both  ends  of  the  floss  m 
the  direction  they  are  traveling  to  cut 
the  layer  in  a  neat  clean  manner  (floss 
can  also  make  a  clean  cut  thru  cheese 
cake  vertically). 

Do  you  have  a  large  collection  of  old 
umbrellas  that  the  cloth  has  torn  loose 
from  the  spokes.  Floss  is  an  excellent 
thread  to  sew  it  back  for  a  long  lasting 
durable  hold.  It  also  works  well  on  sew- 
ing  buttons  that  demand  a  lot  of  use  on 
children's  coats  or  jackets. 
-  Dr.  Van  Haywood,  Assistant  Pro- 
fessor, Departynent  of  Fixed 
Prosthodontics 


^^^L      What  Has  Happened 
^^^^  To  Delta 

Delta  Dental  Plan     III   NOfth   CafoHna? 

Ci^    Has  tripled  in  growth 

^mm  Continues  to  support  the  private  practice  system 

that  can  deliver  dental  care  benefits  on  a  reasonable 
cost  basis  to  the  public 

m^    Administers  high  quality  benefit  programs  with 

incentives  for  people  to  visit  the  dentist  and  get  the 
kind  of  dental  treatment  that  the  profession  and 
Delta  know  they  need 

Dental  Benefit  Programs  include:  Risk, 
Administrative  Services  Only  (Self-Funded), 
Direct  Reimbursement,  Fixed  ABC  Programs  for 
small  groups  of  10  -  50,  MAXIMIZER  for  groups  of 
50  -  500,  Standard  "Tailor-Your-Own"  Programs 
to  meet  group  needs. 
Delta  is  a  nonprofit  service  organization.    Its  purpose  is: 
Freedom  of  Choice     A      Fee  For  Service 
Preserving  The  Private  Practice  Of  Dentistry 


Delta  Dental  Plan  of  North  Carolina 

4016  Barrett  Drive,  Raleigh.  North  Carolina  27609 
Telephone  (919)  787-8626.  800-662-8856 
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Southern  Association 
of  Institutional  Dentists 
Met  Recently 
in  Chapel  Hill 


ACD,  Carolinas  Section 
Annual  Luncheon  Held 
in  Pinehurst 


to  r:  Chancellor  Fordham  and  Dr.  James 
A.  Harrell,  Sr. 


The  Annual  Southern  Association  of 
Institutional  Dentists  (SAID)  meeting 
was  held  at  the  Carolina  Inn  in  Chapel 
Hill  October  8-10,  1986.  The  meeting 
was  hosted  and  planned  by  Dr.  Jack  A. 
Menius,  Clinical  Professor  of  Pediatric 
Dentistry  (part-time),  and  Dr.  F. 
Thomas  Mclver,  Professor  of  Pediatric 
Dentistry. 

Mr.  Albert  Singer  presented  a  prO' 
gram  on  "Balancing  a  Mentally  Retarded 
Person's  Need  for  Dental  Care  with  His 
Right  to  Liberty  and  Treatment 
Choices".  Mr.  Singer,  formerly  with  the 
North  Carolina  Governor's  Advocacy 
Council  for  Persons  with  Disabilities,  is 
an  attorney  who  has  extensive  experi- 
ence in  dealing  with  issues  related  to 
developmental  disabilities.  Because  of 
his  experience  with  the  relationship  of 
government  to  disabled  people  and  his 
role  as  parent  of  a  handicapped  child, 
Mr.  Singer  has  a  point  of  view  that  must 


The  Carolinas  Section  of  the 
American  College  of  Dentists  held  its 
annual  luncheon  on  Saturday,  May  17, 
1986  at  the  Pinehurst  Hotel  and  Coun- 
try Club. 

Dr.  Ben  Barker,  Dean  of  the  UNC 
School  of  Dentistry  introduced  Ms.  Tom 
Weller  Powell,  Class  of  1986,  for  the 
honor  of  the  American  College  Annual 
Leadership  Award.  Dr.  William  A. 
Mynatt,  Chairman  of  the  Carolina's  Sec- 
tion, presented  her  with  a  cash  award 
along  with  a  plaque  of  recognition  for 
the  most  leadership  progress  during  her 
dental  school  years. 

Dr.  Christopher  C.  Fordham,  III, 
Chancellor  of  the  University  of  North 
Carolina,  gave  a  challenging  presenta- 
tion  on  "Ethics  and  Professionalism  in 


be  considered  in  finding  an  appropriate 
balance  between  a  person's  need  for 
health  care  and  his  right  to  treatment 
choices. 

Gerald  J.  Bensberg,  Professor  of 
Educational  Psychology  at  Texas  Tech 
University,  presented  a  program  on 
"New  Roles  for  Dentists  in  the 
Deinstitutionalization  Movement".  Dr. 
Gerald  Bensberg  is  responsible  for  the 
existence  of  the  Southern  Association  of 
Institutional  Dentists.  In  the  late  1960's, 
Dr.  Bensberg  observed  the  very  special 
skills  needed  by  dental  professional  who 
work  with  mentally  retarded  people  in 
institutions.  Also  he  noted  the  relative 
isolation  of  these  dentists.  Coupling 
these  factors,  he  realized  the  great  need 
for  a  vehicle  to  allow  the  sharing  of  ideas 
and  continuation  of  education  among 
the  dental  professionals  at  institutions 
for  the  mentally  retarded.  SAID  grew 
out  of  his  perception  and  vision. 


These  Changing  Times".  Dr.  Fordham 
was  presented  a  recognition  plaque  by 
Dr.  James  A.  Harrell,  Sr.,  for  his 
outstanding  leadership  to  the  University 
of  North  Carolina,  for  his  high  ideals  of 
professionalism,  for  his  competence 
shown  in  his  continual  support  of  den- 
tistry and  the  UNC  School  of  Dentistry. 

Chairman  William  A.  Mynatt  recog- 
nized Dr.  Lou  Earle,  Fifth  District 
Trustee  of  the  American  Dental 
Association  and  Chairman  of  the 
Florida  Section  of  the  American  College 
of  Dentists,  and  Dr.  Jim  Harrell,  Sr., 
Regent  of  the  American  College  for 
their  contributions  as  outstanding 
leaders  in  organized  dentistry. 
-Robert  M.  Wilf^iHAOn,  D.D.S., 
Vice-Chairman,  Carolinas  Section 


55 


N     C     D     R      *      Winter  1987 

When 
you're 
paying 

$40-$90 
per  sq.ft. 

(with  renovations), 

expert  planning  can  save  you 

"P  to  $25,000. 


How  many  dental  chairs  can 
stand  on  the  head  of  a  pin? 

If  you  can  solve  that  one,  you  can  plan  a  dental  office. 

Improper  use  of  only  IO°o  of  your  space  could  cost  you 
as  much  as  $25,000  over  a  5-year  lease.  But  offices  like 
the  one  above,  planned  by  Healthco,  squeeze  maximum 
efficiency  and  esthetics  out  of  every  square  foot. 

You  get  a  lot  more  from  Healthco  than  an  office  plan. 
We  help  you  find  a  location.  We  work  out  complete 
carpentry  plumbing  and  electrical  plans.  We  work  with 
your  contractors,  architect,  decorator  We  carry  all 
major  equipment  lines  and  help  you  select  yours.  Our 
full-time,  experienced  service  technicians  install  and 
maintain  your  equipment.  Through  HPSC,  a  Healthco 
subsidiary  we  offer  flexible  financing,  below  prime  rate, 
of  your  equipment  and  construction,  with  over  15 
customized  plans. 


You  get  scores  of  invaluable,  indispensable  professional 
services  from  Healthco.  Our  experienced,  dedicated 
people  provide  everything  that  goes  into  your  office, 
and  everything  to  keep  it  running. 


+f 


■Healthco 

Internationa/ 


406  West  32nd  Street 
Charlotte,  NO  28206-2214 
(704)  372-8850 
(800)  432-7758  (NO) 
(800)  436-6094  (outside  NC) 
1500  Blue  Hidge  Road 
Raleigh,  NC  27607-3966 
(919)828-1482 
(800)  662-7656  (NC) 
112  Shorecrest  Drive 
Columbia.  SC  29209-4606 
(803)  783-5372 
(800)  922-6707  (SC) 
(800)  845-21 13  (GA) 
20-A  Grand  Avenue 
Greenville,  SC  29607-2114 

(803)  233-3964 
406  Aberdeen  Road 
Hampton.  VA  23661-1385 
(804)827-6124 

(804)  622-3025 
4617  Orville  Road 
Richmond,  VA  23230-1207 
(804)355-2105 

(800)  552-3830  (VA) 


129  Thurston  Ave,,  N  E 
Roanoke,  VA  24012-4734 
(703)343-0186 
(800)  542-9630  (VA) 
(800)  368-3504  (WV) 
6304  Potomac  Ave, 
Alexandria,  VA  22307-1202 
(703)  573-8400 
(800)  638-4300  (DC) 
800   492-4703   MD) 
(800)  638-4713  (VA.WV) 

6017  Financial  Drive 
Atlanta,  GA  30071-2925 
(404)  448-0330 
(800)282-9671  (GA) 
2115  Chapman  Road  #117 
Chattanooga,  TN  37421-1647 
(615)894-1742 
(800)  521-6913  (TN) 


Route  14.  Box  20 
Johnson  City,  TN  37615-9221 
(615)282-6821 
(800)  352-0294  (TN) 
(800)  251-0314  (AL,WV  GA) 
6140  Clinton  Hwy,  N.W, 
Knoxville,  TN  37912-2552 
(615)688-1785 
800   362-9584  (TN) 
(800)  251-9628  (KY.  NC,  VA) 

7817  National  Service  Rd 
Suite  510-B 
Greensboro,  NC  27409 
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Calendar  of  Events 

This  calendar  is  updated  prior  to  each  publication.  Activities  are  scheduled  in  Chapel  Hill,  unless  otherwise 
noted.  For  further  continuing  dental  education  programs,  please  refer  to  the  CONTINUING  DENTAL 
EDUCATION  section.  You  are  invited  to  notify  our  office  (800'722'1355'NC  or  919'966'4563'Outside  NC) 
of  further  activities  in  your  area  as  well  as  checking  our  master  calendar  of  events  scheduled  for  dentistry. 


March  1987 

6-8        ACC  Tournament 

Landover,  Maryland 
9-11      AADS  Meeting 

Chicago,  Illinois 
12-15    AADR  Meeting 

Chicago,  Illinois 
16'17    Second  Carolina  Conference  on 

Tooth  Enamel  Formation 
20         Dental  Alumni/School  of 

Dentistry  Reception,  Summit 

Room,  Atlanta  Marriott 

Marquis,  6:00  -  8:00  pm. 
20-24    Thomas  P.  Hinman  Dental 

Meeting,  Atlanta,  Georgia 
27-28    NCDS  House  of  Delegates 

Velvet  Cloak  Inn,  Raleigh 

April  1987 

2  Spurgeon  Dental  Society 

Awards  Banquet,  Location  TBA 
10         UNC  Dental  Parents  Day 


11 
19 

30, 
May 
1-2 
30 


30 


Dental  Alumni  Day 

Easter 

NCDS  Annual  Meeting 

Myrtle  Beach,  SC 

Board  of  Directors  Meeting, 
Dental  Foundation 
Myrtle  Beach,  SC 
NCAGD  Banquet 
Myrtle  Beach  Hilton 


May  1987 

1  Annual  UNC  Dental  Alumni 

Breakfast,  Myrtle  Beach  Hilton 

10         UNC  School  of  Dentistry 
Commencement  Excercises 
Memorial  Hall,  UNC-CH 
Campus 

29-31    Class  of  1954  Reunion 
Litchfield  Inn 
Pawley's  Island,  SC 


June  1987 

26-        Travel  and  CE  Program  to 

July       London  and  Paris 

5 

July  1987 

17-22    AGD  Annual  Meeting 
Seattle,  WA 

September  1987 

18-20    NCDS  I  District  Meeting, 

Green  Park  Inn,  Blowing  Rock 
NCDS  III  District  Meeting, 
Williamsburg,  VA 

25-27    NCDS  U  District  Meeting, 
Charlotte  Marriott 
NDS  IV  District  Meeting, 
Myrtle  Beach  Hilton 
NCDS  V  District  Meeting,  St. 
Regis  Hotel,  N.  Topsail  Beach 
ADA  16th  District  Caucus, 
Atlanta  Airport  Caucus 
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